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Williamson’s Office Procedures 


Only the most frequently used office procedures are 
covered—ranging from the proper method of remov- 
ing excess cerumen from the ear to effective use of 


See SAUNDERS Advertisement on next 2 pages 


the cystoscope. You'll find 379 procedures relating to 
management of 171 common disorders and diseases. 
Abounds in time-saving hints and techniques. 
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Williamson's OFFICE PROCEDURES 


This unusual book will extend to a surprising degree what you consider normal office 
practice. It contains 379 “most useful” office procedures for the management of 171 
common disorders and diseases—plus many specialized techniques that can now be 
performed safely and effectively in your office. 


Explicit instructions are given on diagnostic techniques, methods and treatments. The 
author tells you how to use equipment you already have to the best advantage and how 
to improvise instruments and equipment from material at hand in an emergency. 
Every one of the 1100 illustrations was prepared specifically for this book. They are 
crystal clear in their simplicity and show you just what to do each step of the way. 


By PAUL WILLIAMSON, M.D. 412 pages, 814” x 11”, with 1100 illustrations. $12.50 


Tauber’s BASIC SURGICAL SKILLS 


If you ever do any surgery, you'll be able to use this new atlas in your office. 43 
meticulously detailed exercises help you acquire proficiency in all commonly used 
knots and sutures. Every motion of the fingers is depicted. For instance, the fast square 


knot technique is illustrated by 12 drawings. 


To help you practice the techniques and save valuable time later at the operating 
table, Dr. Tauber recommends the use of a Training Board, 1144” x 12”. Ethicon, 
Inc. will supply one of these Training Boards free to each buyer of this book in the 
United States. Here are some of the new techniques described in this helpful manual: 
The fast square knot without twisting the ligature or crossing the fingers or hands— 
Twin stitches, a useful procedure in many surgical field;—The chain suture—The 
square knot with one hand. 


By ROBERT TAUBER, M.D., F.A.C.S., Assistant Professor of Gynecology and Obstetrics, Graduate School of Medicine, 
University of Pennsylvania. 75 pages, 8” x 1034” with 122 illustrations on 51 figures. $3.75. 


Modell’s RELIEF of SYMPTOMS 


A unique book to make your patients feel better while you treat the basic cause of 
their disorder. Each of the 24 symptoms that bring most patients to your oflice is 
covered in a separate chapter: Pain, Anxiety, Insomnia, Gas, Constipation, Diarrhea, 
Loss of Appetite, Obesity, Palpitations, Edema, Dyspnea, Cough, Fever, Weakness 
and Fatigue, Nausea and Vomiting, Vertigo, Itch, Hiccups, Unconsciousness, Convul- 


sions, Muscle Spasms, Menstrual Disorders, Frequency and Dysuria, Jaundice. 


All the latest drugs and the help they can give are fully discussed and evaluated. 
You'll find a wealth of information on analgesics, sedatives, muscle relaxants, anti- 


convulsants, digitalis, diuretics and the tranquilizers. 


By WALTER MODELL, M.D., F.A.C.P., Associate Professor of Pharmacology, Cornell University Medical College. 
850 pages, 6” x 9”. $8.00. 
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the Busy Practitioner 


Harvey & Bordley’s 
DIFFERENTIAL DIAGNOSIS 


This book tells you just how clinical evidence is interpreted at Johns Hopkins’ clinical- 
pathological conferences in a detailed analysis of 90 cases in internal medicine. 
Introductory material shows you how to gather significant facts from clinical history, 
physical examination, laboratory tests and observations made during the illness. You 
are next guided through an unprejudiced analysis of the facts and then led into 
principles basic to formulating the differential diagnosis. 


Following chapters take up important signs which may be caused by several different 
diseases—Fever of Obscure Origin, Pain in the Chest, Aortic Insufficiency, Jaundice, 
etc. These are followed by a series of illustrative cases. The discussion of differential 
diagnosis in each case is exactly the same as offered at the conferences before the 
correct diagnosis was revealed by the Hopkins’ pathologist. The final chapter presents 
11 unknown cases for your own analysis. Your conclusions can be checked against 
| the actual autopsy findings. 

| By A. McGEHEE HARVEY, M.D., Professor of Medicine and Head of the Department of Internal Medicine, The Johns 
| Hopkins University School of Medicine; Physician-in-Chief, The Johns Hopkins Hospital; and JAMES BORDLEY Ill, M.D., 


Director, Mary Imogene Bassett Hospital, Cooperstown, N. Y.; Clinical Professor of Medicine, Columbia University; Clinical 
Professor of Mediciné, Albany Medical College. 665 pages, 64%” x 9%”. $11.00. 


Fluhmann’s 


Management of MENSTRUAL DISORDERS 


From the menarche to the menopause—solutions to a host of those frustrating prob- 
lems you meet so often in your women patients. Diagnosis and treatment is covered 
in as straightforward and clear a manner as possible. You'll find just the sort of 
information you can use best in topics such as these: Premenstrual T ension—Manage- 
ment of Pathologic Uterine Bleeding—Indications for Dilatation and Curettage— 
Systemic Disorders of Menstrual Cycle—Specific Problems of Adolescence and the 
Climacteric—Use of Steroid Hormones—Etc. Much information is included on basal 
temperature graphs, biopsy of the endometrium and vaginal smears. 


By C. FREDERIC FLUHMANN, B.A., M.D., C.M., Clinical Professor of Obstetrics and Gynecology, Stanford University 
School of Medicine. 350 pages, 6” x 9”, with 121 illustrations. $8.50. New! 


W, B Saunders Company West Washington Square, Phila. 5 


Please send and charge my account: [© Easy Payment Plan 
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Root, White—Diabetes Mellitus 


By Howard F. Root, M.D., F.A.C.P. and Priscilla White, M.D., Se.D., F.A.C.P., both of 
the Joslin Clinic, Boston. This practical, information-packed handbook, intended for daily 
use, brings you newest diabetes management as practiced in the Joslin Clinic, including 
reference to oral management. Helpful emphasis is placed on diabetic complications, om 
covering the cardiovascular, renal, pulmonary, and ocular disorders associated with re ot 

diabetes or consequent upon imperfect control of diabetes. Includes Special Instructions 2nd EDITION 

to Patients. 346 pages, 514 x 814, 33 tables, $7.00. ————$—$—— 


NEW 


Belknap—Human Problems of a State Mental Hospital 


By Ivan Belknap, Ph.D., Associate Professor of Sociology, University of Texas. The 
main thesis of the book is that the state mental hospital has become a large, centralized, 
geographically isolated, and impersonal institution and is, itself, a major obstacle to the 
treatment of mental illnesses. The study suggests ways to overcome these disadvantages. 
265 pages, 6 x 9, 9 illustrations, $5.50. 


NEW 
Graham, Mullen—Rehabilitation Literature 1950-1955 


By Earl C. Graham, Librarian, and Marjorie M. Mullen, Assistant Librarian, National 
Society for Crippled Children and Adults. This all-inclusive review indexes and annotates 
5,214 periodical articles, pamphlets and books relating to the medical care, education, 
employment, welfare and psychology of handicapped children and adults. Here, in one 
aiphabetical listing by subject, are the references published from January, 1950 to Decem- 
ber, 1955. 573 pages, 7 x 10, $13.00. 


NEW 


Stead, Warren—Low-Fat Cookery 


By Evelyn S. Stead and Gloria K. Warren, Dietitian. For the overweight, the heart 
patient and the diabetic, here is a book which gives tasty recipes and a wide variety of 
menus with samples for fat intake of either 25 or 50 grams per day. Enables a family to 
diet and still enjoy good eating. 177 pages, 514 x 8, illustrated, $3.95. 


NEW 


Sataloff—Industrial Deafness 


By Joseph Sataloff, M.D., Assistant Professor of Otology, The Jefferson Medical College. 
In this book all phases of industrial deafness are treated in a single volume for use by 
those who have the responsibility of solving the many problems of industrial deafness 
and noise. The book deals with physics of sound, causes of deafness, how to measure 
noise, and how to organize a conservation-of-hearing program. 350 pages, 6 x 9, 75 illustra- 
tions, $8.00. 


NEW 
Grotjahn— Beyond Laughter: A Psychoanalytic 


Approach to Humor, Wit and the Comic 


By Martin Grotjahn, M.D., Associate Clinical Professor of Psychiatry, The University 
of Southern California. Written in an unusually ingratiating style, this is a book in 
which one can “read about laughter without crying.” This is one of the first books 
since Freud’s works on jokes that makes a systematic attempt to describe the psycho- 
analysis of problems relating to humor, wit, and the funny. The author discusses the 
psychodynamic origin of Comedy, Clowns, Burlesque Queens, and the Circus. 304 pages, 
6x 9, 13 Cartoons. Probable price $5.00. 


NEW 
Anderson, Feldman—Family Medical Costs and 
Voluntary Health Insurance: A Nationwide Survey illutrations 


plates, 129% in col 


Inymb indexed, hard or 


By Odin W. Anderson, Ph.D., Health Information Foundation, with Jacob J. Feldman, 
National Opinion Research Center. This is the first national survey of family medical 
costs since 1933, the first ever, to our knowledge, covering the extent and effects of volun- 
tary health insurance. Based on interviews of representative American families. 248 
pages, 6x 9, 54 illustrations, $6.50. 


s 


: Blakiston Division, McGraw-Hill Book Company, Inc., 330 West 42nd Street, New York 36, N.Y. . 
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against 
everyday stresses... 


(reserpine CIBA) 


RAISE THE EMOTIONAL THRESHOLD 


Serpasil ina LOW, ONCE-A-DAY* dose 
acts as a gentle mood-leveling agent 
...sets up a needed “tranquility bar- 
rier” for the many patients who, with- 
out some help, are incapable of 
dealing calmly with a daily pile-up of 
stressful situations. 


*As little as 0.25 mg. Serpasil or less once daily may frequently 
maintain the average patient who is being treated for emo- 
tional strain, anxiety and overexcitability ...with a minimum 
of side effects. 


TABLETS, 0.1 mg., 0.25 mg. (scored ), 1.0 mg. | scored), 2.0 mg. 
(scored )}, and 4.0 mg. (scored). ELIXIR, 0.2 mg. or 1.0 mg. per 
4-ml. teaspoon. 


] B A Summit, N.J. 2/2270 
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FOR MINOR WOUNDS, TELFA Strips 
absorption with easy, painless removal. 


rovide ample 
ive convenient 
sizes—and they can be cut to fit any wound. TELFA permits 
fast, primary healing—at lower cost. 


FOR MAJOR SURGERY, TELFA Sponge-Pads provide maxi- 
mum absorption, retentiveness and protection from trauma 
or contamination. Yet dressing lifts off easily —healing tissue 
and stitches are undisturbed. 


USE TELFA WHEREVER 


WOUNDS ARE DRESSED 
to speed healing, save dressing time 


For routine use on all wounds... 
absorbs without sticking, lifts off painlessly 


Wounds that you now dress with 
gauze, or with sponges and pads, 
can be dressed better with TELFA— 
without fuss and in half the time. 

Better, because TELFA gives you 
fast, primary healing. With its per- 
forated ‘plastic skin’”’ that goes 
next to the wound, TELFA absorbs 
drainage without sticking and 
never interferes with natural heal- 
ing because TELFA is inert, 
unmedicated—no grease to com- 
plicate later treatment. Removal 
is simple, painless and does not 
disturb tissue or stitches. 

And you save time because, 
whether you use a small TELFA 
Strip or a TELFA Sponge-Pad, one 


dressing is all you need. Hospitals 
report dressing costs reduced 18% 
to 41%. 

TELFA is supplied in both forms 
to meet all wound needs. TELFA 
Strips, for simple, minor wounds 
—including a large size for plastic 
surgery; and TELFA Sponge-Pads, 
for all routine surgical wounds 
and even for drainage cases. 

So you can now employ the ad- 
vanced TELFA technique through- 
out your dressings practice. 

TELFA Strips in 2” x 3” and 3” x 
4” sterile envelopes; in 2%” x 4’, 
3” x 8” and 8” x 10” hospital cases. 
TELFA Sponge-Pads in 4” x 5” and 
5” x 9” hospital cases. 


TELFA 


NON-ADHERENT 
STRIPS OR 
SPONGE-PADS 


DIVISION OF THE KENDALL CO., CHICAGO 


now together... 
for broader control 


Hydrocortisone 


BEFORE: Soap-and-water 
eczema with paronychial 
involvement, of several 
years’ standing, resistant 
to coal tar and other oint- 
ments. 


AFTER 7 DAYS’ TREATMENT 
with two daily applications 
of Vioform-Hydrocorti- 
sone Cream. Note closure 
of fissures, subsidence of 
scaling, recession of 


CIBA 


SUMMIT, J. 


An excellent combination for the control of eczematous 
eruptions, inflammation, erythema, edema, scaling and 
pruritus, Vioform and hydrocortisone is reported supe- 
rior to either of its components used alone. “Sympto- 
matic relief is frequently dramatic and complete as 
long as this treatment is continued.” ! 


Effective—where many other therapies fail... 
1. Arnold, H. L., Jr.: Postgrad. Med. 16:492 (Dec.) 1954. 


Supplied: Vioform-Hydrocortisone Cream, containin 
Vioform ® (iodochlorhydroxyquin U.S.P. Ciba) 3% an 
hydrocortisone (free alcohol) U.S.P. 1% in a water- 
washable base; tubes of 5 Gm. and 20 Gm. 
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Hydrochloride 
Tetracycline HCI Lederle 


for prophylaxis and treatment of 


obstetric infections 


Posner and his colleagues' have reported on 
the use of tetracycline (ACHROMYCIN) in 96 
cases of obstetric complications, including 
unsterile delivery, premature rupture of the 
membranes, endometritis, parametritis, and 
other conditions. They conclude that this 
antibiotic is eminently suited for these uses. 


Other investigators have shown ACHROMYCIN 
to be equally useful in surgery and gynecology 
and virtually every other field of medicine. 
This outstanding antibiotic is effective against 
a wide variety of infections. It diffuses and 
penetrates rapidly to provide prompt control 
of infection. Side effects, if any, are minimal. 


Every gram of ACHROMYCIN is made in 
Lederle’s own laboratories and offered only 
under the Lederle label—your assurance of 
quality. It is available in a complete line of 
dosage forms, 


For more rapid and complete absorption. 
Offered only by Lederle! 


filled sealed capsules 
1Posner, A. C., ef al.; Further Observations on the Use of Tetra- 


cycline Hydrochloride in Promhylaxis and Treatment of Obstetric 
Infections, Antibiotics Annual 1954-55, pp. 594-598. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK 


REG. U. S. PAT. OFF. 


PHOTO DATA: SPEED GRAPHIC CAMERA, 
F.16, 1/50 SEC., ROYAL PAN FILM 


FLEXIBLE ARTHRITIS THERAPY 


with 


Exploit fully the use of salicylates in arthritis—give 
steroids in minimal doses—combine salicylates with 
corticosteroids for additive antiarthritic effect—this is 
the program Spies’ advocates in a recent article in the 
Journal of the American Medical Association. 

Treatment of rheumatoid arthritis demands a “highly 
individualized program,” Spies’ writes. The additive 
action of salicylates permits use of smaller amounts 
of hormones, thus lessening or eliminating their well- 
known side effects. “A proper mixture of salicylates 
and corticosteroids produces an effective antirheumatic 
agent in many cases.””* 

Suit your treatment to your individual arthritic 
patient. Use the hormone you prefer, in the dosage 


BRiISTOL-MYERS CO., 19 West 50 Street, New York 20, N. Y. 


you think best, but for better results combine it with 
BuFFERIN, a salicylate preparation proved to be well 
tolerated by arthritics.’ 

BUFFERIN contains no sodium, a marked advan- 
tage when cardiorenal complications make a salt- 
restricted diet necessary. 

Each BuFFErin tablet contains 5 grains of acetyl- 
salicylic acid and the antac- 
ids magnesium carbonate 
and aluminum glycinate. 


REFERENCES: 


1. J.A.M.A. 159: 645 (Oct. 15) 1955. 
2. J.A.M.A. 158: 386 (June 4) 1955. 
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DIOVAC promotes normal cvacuaticn 
through norma! bowel function 
py enabling moisture to penctr: 


and soiten hard, dry fecal matte: 


4 


DIOVAC offers nonlaxative cor- | 
rection of constipation for patient: 
| of all ages—with a suitable ; 


dosage form for each age group. 


IN CONSTIPATION 


(BRAND OF DIOCTYL SODIUM SULFOSUCCINATE) 


Adulis— One DIOVAC CAPSULE or one to two ter 
spoonfuls of mint-flavored piovAc syruP once or twice daily. 
Children over six—-One to two teaspoonfuls of cherry-avorec 
DIOVAC PEDIATRIC SYRUP once or twice daily or one pi ovac 
CAPSULE once daily. Children under six —DIOVAC PEDIATRIC: 


SYRUP with dosage adjusted as desired. Each dose is to fxsl. 
~ lowed by a glass of water. 


UPPLIE©D: DIOVAC CAPSULES in bomes of 50: « 


ontains 50 mg. active ingredient. BIOVAC svn 
bottles; 20 mg. active ingredient per teaspoon! 
DIOVAC PEDIATRIC SYRU 

dient per tcaspoonful 


P in 4 oz. botties; 10 me. a 
{5 mil.) 
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The hypertensive patient taking just 
one ‘Eskaserp’ Spansulecapsule receives 
the benefits of sustained release reserpine 
over a prolonged period. Most clini- 
cians report normotensive levels main- 
tained on one 0.25 mg. ‘Eskaserp’ 
Spansule capsule per day. Available: 
0.25 mg. and 0.50 mg. capsules. 


sunup to sunup reserpine effect 
with one oral dose per day 


reserpine, S.K.F. 


sustained release capsules, S.K.F 


Smith, Kline & French Laboratories, rhiladelphia 


first _ in sustained release oral medication 


*T.M. Reg. US. Pat. Off. Patent Applied For. 
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COOK COUNTY 
GRADUATE SCHOOL OF MEDICINE 


INTENSIVE PosTGRADUATE COURSES 
STARTING DATES—WINTER, 1956-1957 


SURGERY 


Surgical Technic, Two Weeks, November 26, December 10 
Surgery of Colon & Rectum, One Week, November 26, March 4 
General Surgery, One Week, February 11 

General Surgery, Two Weeks, April 23 

Surgical Anatomy & Clinical Surgery, Two Weeks, March 4 
Basic Principles in General Surgery. two Weeks, January 14 
Fractures & Traumatic Surgery, Two Weeks, November 26 


GYNECOLOGY & OBSTETRICS | 


Office & Operative Gynecology, Two Weeks, February 11 
Vaginal Approach to Pelvic Surgery, One Week, February 4 
General & Surgical Obstetrics, Two Weeks, February 25 


MEDICINE 


Electrocardiography & Heart Disease, Two-Week Basic Course, 
March 1] 

Gastroenterology, Two Weeks, May 13 

Dermatology, Two Weeks, May 6 

Gastroscopy, Two Weeks, March 18 Wn 


RADIOLOGY 


Diagnostic X-Ray, Two Weeks, November 26 w 
Clinical Uses of Radioisotopes, Two Weeks, May 6 Ps 


ROLOGY “Don’t tell me, I know. You’re sick and he 
nasi doesn’t know what he’s talking about.” 


gran 


Two-Week Course April 1 
Cystoscopy, Ten Days, by appointment 


TeacHINnG Facutty—ATTenpDING Starr oF Cook County HospitTat 


ADDRESS: REGISTRAR, 707 South Wood Street, Chicago 12, Illinois 
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BUTAZOLIDIN 


(phenylbutazone GeEIGy) 


potent, specific 
a | anti-arthritic 


Based on an impressive background of achievement attained 
over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 
BUTAZOLIDIN is recognized as one of the most effective 


anti-arthritic agents currently available. 


SUTAZOLIDIN deing potent therapeutic agent, physicians unfamiliar 


Wifi i$ use ore urged to send for literature before prescribing it. 


Gry PHARMACEUTICALS, Division Geigy Cheamicat Corporation, New York 19, 
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Patient, white age 4 ed the clini. 12/13/56 
_ | wits Story Of Scharge from the right 
_ fever and sore throat of two days duration 
Temperatins Srally was pharynx infos cted, tonsits 
| After 24 hours of therapy. Patient was afebrije and comfort- | 
4 ——| able, T=99. 6, Throat Slightly infecteg Secretions j in ear 
al Canal were dry ang both tympanic Membranes Were norma], 
Culture on 2775 Showed no Up 
3 other Pathogens. On 2/22, follow-up Showed him ~ 
ndings. “The drug Stopped at this time, 
Result: Complete Clinica] bacteriologic Cure after 
| * Communication © Abbott Laboratories (ot 
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“clinical response 
good or excellent” 


In one recent study, 18 patients with acute follicular tonsillitis and septic sore throai, 
were given erythromycin. Infecting organism was Str. pyogenes. The investigator 
stated, “In all 18, the clinical response could be regarded as either good 

or excellent.” 


This, of course, is only one of many reports showing the effectiveness of 
ERYTHROCIN against coccic infections. You'll get the same good results : 
(nearly 100% in common, bacterial respiratory infections) when your : 
prescription reads Filmtab ErYTHROCIN Stearate. 


“toxicity lower 
in erythromycin-treated 
patients” 


After a study of 208 patients treated with erythromycin (78), procaine 
penicillin (78) and a placebo (52), the investigator stated: ‘. . . the incidence of 


toxicity (compared to procaine penicillin) was significantly lower in the 
erythromycin-treated patients.” 


Actually, ERYTHROCIN stands on a remarkable record of safety. After four years, q 
there’s not a single report of a severe or fatal reaction attributable to | 
erythromycin. Also, allergic reactions rarely occur. Filmtab ErYTHROCIN Stearate 


eel (100 and 250 mg.), is available in bottles of 25 and 100, at all pharmacies. 


ObGott 


® Filmtab—Film sealed tablets, Abbott; pat. 
applied for. 


1. Herrell, W. E., Erythromycin, Antibiotics 


_—— Monographs, No. 1, p. 29, New York, Med- 
if Init bf ical Encyclopedia, Inc., 1955. 


Idem p. 30. 


(Erythromycin Stearate, Abbott) 
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in urinary intections | 


To MEET THE CHALLENGE OF CHRONICITY IN cy 


INARY_ CALCULI UROLOGIC OF PREGNANCY. 


0.5 Gm. (7% gr.) 


FOR EFFECTIVE LONG-TERM MAN- 
AGEMENT OF CHRONIC URINARY 
TRACT INFECTIONS 


Mandelamine is effective, well tolerated 
and specific in prophylaxis and treatment, 
even when used for prolonged periods. 
It sustains the patient in comfort by act- 
ing against both gram-positive and gram- 
negative organisms. 


Supplied: Mandelamine Haf- 
grams—0.5 Gm. (7% gr.) each, 
enteric-coated tablets, the new 
convenient dosage form for 
greater patient convenience, 
better patient cooperation. 


Mandelamine 0.25 Gm. (3% gr.) 
each, enteric-coated tablets, for 
patients who require smaller 
doses, or prefer taking the 
smaller tablets. 


NEPERA CHEMICAL CO., INC. 
Pharmaceutical Manufacturers 
Nepera Park, Yonkers 2, N. Y. 
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but his etwiniatich and nerves are losing to 
the “jitters” of spasm and irritability. 


—antispasmodic-sedative providing therapeutic agents with the same 


LABORATORIES, INC. 
Philadelphia 32, Pa. 


durations of action 


contains, per tablet or 5 cc.: 

Butisol® Sodium (Butabarbital Sodium, 
McNeil), 10 mg. — “daytime sedative” with 
little risk of accumulation’ or development 
of tolerance. ; 

Extract Belladonna, 15 mg. 

Butibel tablets . . . elixir 


1. Maynert, E. W. and Losin, L.: J. Pharmacol. & Exper. 
Therap. 115:275~—282 (Nov.) 1955. 
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SULFONAMIDES ARE ANTIBACTERIAL AGENTS 


OF FIRST CHOICE IN URINARY TRACT INFECTIONS 


Efficacy and safety determine selection of most suitable drug 


Sulfonamides are effective in about 70 to 90 per cent of 
patients with urinary tract infections,’’ with minimum 
risk of side effects.’ Furthermore the use of antibiotics 
results in greater ‘isk of superimposed infections,‘ and 
development of drug-resistant strains.’ For this reason 
the trend has swung to sulfonamide therapy as the safer 
and more effective therapy in most cases. 


A recent editorial in the Journal of the Ameri- 
can Medical Association states that “. . . sulfona- 
mides should be tried first . . .” in urinary tract 
infections.’ As effective as antibiotics, sulfona- 
mides control a broad variety of infectious or- 
ganisms and usually do not cause changes in 
normal bacterial flora. Cross sensitization rarely 
occurs.’ Yow’ calls attention to the troublesome 
problems of hypersensitivity, emergence of re- 
sistant strains and superimposed infections aris- 
ing from indiscriminate use of antibiotics. 


Sulfonamides are bactericidal as well as bac- 
teriostatic if very high urinary concentrations 
occur.’ ““Thiosulfil” rapidly produces both types 


of antibacterial action. Maximum blood levels 


are developed within 2 hours with potent urinary 
concentrations shortly after’® providing a com- 
prehensive twofold effect — locally and through- 
out infected tissues. 


Virtually all of a given dose of “Thiosul fil’’ is 
therapeutically active. Complete absorption, 
minimal acetylation,**™ and negligible penetra- 
tion into the red blood cells make about go per 
cent of a given dose therapeutically active. Thus, 
‘“Thiosulfil” is concentrated in the plasma” and 
free to diffuse into the infected tissues. 


“Thiosul fil” is highly soluble in both acid and 
alkaline urine. The exceptionally high degree 
of solubility virtually eliminates renal complica- 
tions. Alkalinization and forced fluids are not 
required. With certain sulfonamides, high dos- 
age levels with corresponding high blood con- 
centrations tend to increase the incidence of 
toxic reactions.”"* In contrast, ““Thiosulfil,” @ 
brand of sulfamethizole, achieves bacteriostasis 
at low blood concentrations and low dosage. It 
does not accumulate in the blood and is com- 
pletely cleared in the kidney. 


“Thiosulfil” enjoys wide clinical acceptance. 
Published studies***" repeatedly confirm the 
clinical effectiveness and safety of ‘““Thiosulfil” 
in a wide variety of both chronic and acute 
urinary infections. In 300 patients receiving 
“Thiosulfil” for periods up to 2g days, there were 
no evidences of renal side effects.’ Bourque and 
Joyal” have stated: “ “Thiosulfil’ was remarkably 
well tolerated ...” 


Recommended Dosages: 0.5, Gm. four times 
daily. The pediatric dosage is 30 to 45 mg. daily 
per pound of body weight. If voiding occurs 
during the night, an extra half-dose should be 
given. It is unnecessary to force fluids. 


Availability: Tablets, 0.25 Gm. (bottles of 100 
and 1,000) . Suspension, 0.25 Gm. per 5, cc. (bot- 
tles of 4 and 16 fl. oz.). 


Bibliography on request. 


AYERST LABORATORIES 
New York, N. Y. Montreal, Canada 
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suitability 
depends on 
solubility 


in urinary tract 


infections 


The exceptionally high degree of solubility of “Thiosulfil” permits 
bacteriostatic concentrations to be rapidly achieved at the site of 


infection for effective action with minimal side effects. 


In addition, the risk of cross-sensitization to other sulfonamides 
is greatly minimized; alkalinization is not required; fluids may be 


restricted rather than forced. 


Brand of Sulfamethizole 


Average dosage: Adults, 0.5 Gm. five or six times daily. Infants and children, 30-45 mg. 


per pound of body weight per day. For more complete dosage information as well as 
supporting clinical data, see facing page. 


, Supplied: Tablets, 0.25 Gm., scored. Bottles of 100 and 1,000. Suspension, 0.25 Gm. per 5 cc. 
; (teaspoonful). Bottles of 4 and 16 fluidounces. 
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NEW! 90% Cure pale in pinworm in 
Just one week / 


$5% cure rate in roundwerm in 
y only ohe dose/ 


Wafers 


piperazine phosphate, Leeming, 500 mg. 
Sher. Leeming Ce Swe New York 17, N.¥. 


to reduce cough 
of diverse etiology 


“I always wear my mink stole to openings.” 
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rapid relief of 


HYDROCHLORIDE 
(naphazoline hydrochloride C|BA) 


Nasal Solution, 0.05% 
Nebulizer, 0.05% Cc M I Ting! A 
Nasal Jelly, 0.05% : 
Ophthalmic Solution, 0.1%, for 
conjunctival vasoconstriction  __ 
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Washington 


President Hails New Medicare Program e e 

Meeting Scheduled to Negotiate State Contracts e e 
Salk Vaccine Purchases Discussed at House Hearing 
Oren Harris Likely to Head Key House Committee e « 


DEPENDENT MEDICAL CARE 


In approving regluations to govern the new military 
dependent medical care program, President Eisen- 
hower said he did so with “great satisfaction,” princi- 
ally because it will benefit the 40% of the service 
amilies who now do not receive adequate medical 
care from the government. The new act goes into 
effect on Dec. 8. The President noted that these fam- 
ilies will be allowed to use civilian hospitals and fa- 
cilities, at a cost of only $1.75 per day or the first $25, 
whichever is the greater. President Eisenhower added: 
“I have been personally interested in this important 
program since its yin mee I feel strongly that this 
important measure will have a far-reaching effect on 
service morale at home and on our widely flung posts, 
ships and bases around the world and thus effectively 
strengthen the defense of our country.” He said the 
“important improvement” provided by the act “re- 
moves one of the greatest sources of worry to our 
servicemen and service-women around the world.” 

Meanwhile, the Defense Department has scheduled 
meetings with representatives of all state societies to 
work out state contracts. Representatives of the first 
group of six were called to Washington Oct. 24. They 
were Michigan, California, Washington, Colorado, 
New York, and Minnesota. The next session is sched- 
uled for Oct. 29 with Indiana, North Carolina, Oregon, 
Connecticut, Wisconsin, and Massachusetts. On Oct. 
31, negotiations are planned with Maryland, New 
Jersey, New Hampshire, Vermont, Rhode Island, and 
owa. 

Representatives of the Defense Department also 
will interview, in the field, the agents selected by 
societies as their disbursing contractors to handle 
payment of physicians’ fees. In some cases the state 
societies will be their own disbursing agents, in others 
Blue Shield has been selected. The department is 
asking answers to 36 questions pertaining to the dis- 
bursing agents. In these interviews the department 
will ask for information on cost accounting systems, 
their total charges paid in the last year if the organiza- 
tion operated a health plan, extent of their coverage 
as compared with total health insurance coverage in 
the state, and the total number and categories of em- 
ployees of the disbursing agent and their salaries. Also, 
the department wants to ascertain whether the dis- 
bursing agents’ equipment and staff are adequate to 
handle medicare responsibilities, or if additions will 
be needed. A copy of a recent balance sheet will be 
requested. The disbursing agency also will be asked 
whether it is prepared financially to handle the pro- 
gram for the first two months before government pay- 
ments are received, or will expect an advance from the 
department. 


From the Washington Office of the American Medical Association. 


POLIOMYELITIS VACCINE HEARING 


A two-day hearing of a House government opera- 
tions subcommittee on the pricing of the poliomyelitis 
vaccine has produced charges and countercharges on 
the question of whether the government paid a reason- 
able price for the vaccine. The hearings halted with no 
final conclusion and with the prospect that they may 
be reopened later. At the outset the Republican mem- 
ber of the three-man group charged that the sessions 
were politically motivated. Rep. Chet Holifield 
(D., Calif.), su 
second day that there was prima facie evidence that 
the antitrust laws have been violated by five drug 
firms in the sale of 13 million dollars worth of the 
vaccine to the government. He proposed that the 
Justice Department and the Federal Trade Commis- 
sion look into the situation. 

Dr. David E. Price, assistant surgeon general of 
the Public Health Service, testified that, in attempting 
to make cost estimates for the federal grant program, 
the Department of Health, Education, and Welfare 
asked each manufacturer individually what its price 
to public agencies would be. He said four gave a 
tentative list price of about’$I5 for9 ec., which with 
the usual discounts to public agencies would net 
about $7.12. Two manufacturers indicated that it was 
impossible to quote prices pending further clarification 
of testing requirements and new safety standards. In 

resenting department estimates to Congress, the 

gure of $7 for 9 cc. was used, Dr. Price added. 

“It is virtually always the case with new biologics 
that initial costs tend to be high, with reductions 
coming along later as production expands and be- 
comes more efficient,” Dr. Price testified. “Experience 
with the Salk vaccine has followed this normal pat- 
tern. . . . As the companies gained production ex- 
perience and were able to produce on a greater 
volume basis, they voluntarily lowered their price, 
first to $6.33 in May, and then to $5.70, the current 

rice.” The assistant surgeon general said that, thus 
ar, over $32,500,000 out of a total of $53,600,000 al- 
located to the states has been paid out, either in cash 
or in vaccine. Five states have used their full federal 
allotment. The remaining 51 states and territories are 
weg on the fund at the rate of almost $750,000 
a week. 


DRUG REACTIONS 


In a program sponsored by the Food and Drug 
Administration, 11 large public and private hospitals 
are making prompt reports on unusual or adverse 
reactions to drugs. The American Medical Association 
is collaborating in the project, as are the American 
Association of Medical Record Librarians, the Ameri- 
can Society of Hospital Pharmacists, and the American 
Hospital Association. 

The objective is to obtain specific information re- 
garding effects appearing in some patients when drugs 
are administered to large numbers of people. The FDA 
explained: “This problem has been magnified by the 
increasing number of potent new drugs. Even the 


mmittee chairman, declared on the 
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most extensive clinical studies cannot forecast all types 
of drug reaction which may develop throughout the 
population. Hospitals provide an ideal site for observ- 
ing the effects of drugs and obtaining essential infor- 
mation that is not available from other sources. 

Hospitals participating are George Washington Uni- 
versity Hospital, Washington, D. C.; Grace Hospital, 
Detroit; Hartford Hospital, Hartford, Conn.; Oakwood 
Hospital, Dearborn, Mich.; Lakewood Hospital, Lake- 
wood, Ohio; Medical College of Virginia Hospital, 
Richmond, Va.; St. Joseph's Hospital, Providence, 
R. L; U. S. Naval Hospital, Bethesda, Md.; U. S. 
Public Health Service Hospital, Baltimore; Walter 
Reed Army Hospital, Washington, D. C.; Western 
Pennsylvania Hospital, Pittsburgh. 


HEALTH LEGISLATION 


The House committee responsible for most health 
and medical legislation will have a new chairman next 
year, following the unexpected death of Rep. Percy 
Priest (D., Tenn.). If the Democrats retain control of 
the House, the chairman of the Interstate and Foreign 
Commerce Committee will likely be Rep. Oren Harris 
of Arkansas, who has served since 1941, one year after 
Mr. Priest began his uninterrupted service in Congress. 
Mr. Harris, a lawyer, has been interested particularly 
in transportation, communications, and natural gas 
rather than in health bills. If the Republican§ take 
over, the chairmanship reverts to Rep. Charles Wol- 
verton (R., N. J.), who was chairman in the Republi- 
can 83rd Congress. His interest in health and medical 
legislation is well known. 

In commenting on the passing of Mr. Priest, Presi- 


‘dent Eisenhower said: “The Congress . . . and the 


people of the nation have lost a valuable member. . . . 
Congressman Priest served with distinction. . . . Mrs. 
Eisenhower and I join with his many friends in Wash- 
ington and the people of his district and state in 
extending our sympathy to his family.” House Re- 
publican Leader Martin declared: “Percy Priest was a 
— able man. He had no enemies. He was a splendid 
egislator and a great gentleman.” Before coming to 
Congress Mr. Priest had been a schoolteacher and a 
newspaperman. For several years he has served as 
Democratic whip in the House. 


SURPLUS PROPERTY DISPOSAL 


To dispose of federal surplus property for the bene- 
fit of state and local civil defense organizations, the 
Federal Civil Defense Administration has established 
a new office. In charge is John Thomas, former head 
of personal property utilization for the General Serv- 
ices Administration. The program will be operated 
through FCDA’s regional offices, in close coordination 
with state and territorial civil defense directors. Ac- 
tion by the last Congress makes possible allocation of 
surplus goods for civil defense work. Prior to that, the 
material could be given only to health and educational 
institutions. Some ambulances, stretchers, and trucks 
are expected to be made available for medical civil 
defense work. 

Another FCDA development is production of a new 
kit designed to explain the threat of biological war- 
fare and to tell how to counteract effects of biological 
warfare on people, livestock, and crops. Four film 
strips with accompanying sound records, six pam- 
phlets, and a special instruction leaflet make up the kit. 


J-A.M.A., October 27, 1956 


The FCDA has also issued a new set of “planning 
assumptions” that estimates damage that might be 
done and medical and other problems created by an 
enemy attack. While these are in no sense predictions, 
the FCDA says the assumptions were drafted “through 
appraisal of available intelligence and information 
on the most recent known or estimated capabilities of 
potential aggressors to attack the United States.” In 
contrast to earlier efforts'in this field, the new planning 
assumptions are not restricted to a certain year but 
will be amended or replaced as more information in 
the field becomes available. 


RESEARCH FOR MENTAL ILLNESS 


Carrying out the instructions of Congress, which 
this year voted 2 million dollars for the work, the 
Public Health Service is establishing a new unit to 
assist in developing scientifically sound research pro- 
grams on tranquilizing and other drugs used in the 
treatment of mental illness. The new project, to be 
directed by Dr. Jonathan O. Cole, will be known as the 
Psychopharmacology Service Center in the National 
Institutes of Mental Health in Bethesda, Md. The 
center will develop a nationwide research program 
—— to stimulate support for basic research and 
preclinical and early screening and testing of tranquil- 
izing and other such drugs. Among other things, the 
center will provide technical assistance and research 
advisory services to scientists. 


PERSONNEL 


The initial operation of the construction grants pro- 
gram for federal water pollution control will be di- 
rected by Curtiss M. Everts of Portland, Ore... . 
William C. Fitch has been named director of the 
special staff on aging in the Department of Health, 
Education, and Welfare. It is a new job created by the 
expansion of the department’s activities relating to 
older persons. . . . Mary Jenney, senior nurse officer 
in the Public Health Service, will head the first federal 
program to further education of qualified graduate 
nurses. . . . Dr. H. Max Houtchens has been named 
chief of the Veterans Administration clinical psychol- 
ogy division in. Washington, D. C. He succeeds Dr. 
H. M. Hildreth, who has accepted a position in the 
PHS. ... Dr. John R. Lindsay, professor of otolaryn- 
gology at the University of Chicago, has been ap- 
pointed to the National Advisory Neurological Diseases 
and Blindness Council for a four-year term. . .. George 
Washington University has selected Rear Adm. 
Lamont Pugh, former Navy surgeon general, as uni- 
versity physician. 


MISCELLANY 


The Arkansas State Board of Health has received a 
grant of $38,780 from the Children’s Bureau for a 
special project for mentally retarded children, the 
first money allocated from a special million-dollar 
fund voted by Congress. . . . The Red Cross Blood 
Program, which supplies about 40% of the blood used 
by U. S. hospital patients, received 2,073,000 volun- 
tary blood donations in the past year. . . . Public 
Health Service scientists have found that excess 
aldosterone is secreted by the adrenal glands of dogs 
with edema. Aldosterone was previously implicated 
as an important factor in edema. 
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Metamucil 
Blends with 


Intestinal Contents, 
Soothes the Mucosa 


Metamucil is highly refined; 
it stimulates the bowel 


musculature, not the mucosa. 


When you specify Metamucil in con- 
stipation management you are select- 
ing a product which has been highly 
purified by means of a complete 
process of refinement. 

All possible irritants (rough parts 
of the psyllium seed, undesirable oils 
and similar materials) are discarded 
during the refining process. A rela- 
tively small quantity of purified mu- 
cilloid powder is the result. To this is 
added an equal weight of pure anhy- 
drous dextrose to insure complete dis- 
persion in the colon. 

Such meticulous preparation as- 
sures that only the bulk-producing 
mucilloid portion of the psyllium 
seed remains and that Metamucil will 
act as a purely “physiologic” con- 
stipation corrective, providing bland 
distention to stimulate the bowel 
muscularis. 

The Metamucil mixture (formed by 
adding water to Metamucil) elicits 
gentle colonic reflex peristalsis. Evac- 
uations are normally formed and are 
not irritating. The bowel stimulation 
imparted by Metamucil is only suffi- 
cient to clear the colon of its contents; 
patients are not annoyed by the re- 


the 


peated diarrheal evacuations that re- 
sult from mucosal irritation by drastic 
cathartics. 

The blandness of Metamucil makes 
it an excellent choice for constipation 
associated with a soft diet, constipa- 
tion of pregnancy and in the aged and 
as an aid in reestablishing normal 
bowel habit after anorectal surgery. 
Daily use of Metamucil for a limited 
time will often return an atonic colon 
to normal function. 

Metamucil® is the highly refined 
mucilloid of Plantago ovata (50%), 
a seed of the psyllium group, com- 
bined with dextrose (50%) as a dis- 
persing agent. It is supplied in con- 
tainers of 1 pound—also 4 ounces and 
8 ounces. 

G. D. Searle & Co., Chicago 80, 
Illinois, Research in the Service of 
Medicine. 
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BEFORE 
treatment,” 


© CREAM J. CAKE 


for therapeutic washing of 
skin in acute acne. Also as 
a therapeutic shampoo in 
associated oily scalp and 
dandruff. 


for therapeutic washing of 
skin after acute phase of 
acne is controlled. Main- 
tains skin dry and come- 
done free. 


In acne, Fostex Cream and Fostex Cake degrease 
and degerm the skin...unblock pores...remove 
blackheads and help prevent abscess formation. 
They’re well tolerated and easy to use. All the 
patient does is stop using soap...start washing 
with Fostex. 

Fostex effectiveness in acne is provided by Sebulytic, * 
a new combination of surface active cleansing and 
wetting agents with remarkable antiseborrheic, kera- 
tolytic and antibacterial action, enhanced by sulfur 
2%, salicylic acid 2%, and hexachlorophene 1%. 


Fostex Cream 4.5 oz. jar. Fostex Cake in bar form. 
Fostex does not contain selenium. 


*Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate, 
sodium dioctyl sulfosuccinate 


Write for samples and literature. 


PHARMACEUTICALS 460 Dewitt Street 


‘Division of Foster-Milburn Company. 
Buffalo 13, New York 


CAN SEE 


J.A.M.A., October 27, 1956 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7. 
1957 Clinical Meeting, Philadelphia, Dec. 3-6. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 


AMERICAN ACADEMY FOR CEREBRAL Patsy, Congress Hotel, Chicago, 
Nov. 17-19. Dr. Robert A. Knight, 869 Madison Ave., Memphis 3, 
Tenn., Secretary. 

AMERICAN ACADEMY OF DENTAL MEpiIcINE, Hotel New Yorker, Dec. 2. 
Dr. George Witkin, 45 South Broadway, Yonkers 2, New York, Secretary. 

AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, Palmer House, 
Chicago, Dec. 8-13. Dr. James R. Webster, 55 East Washington St., 
Chicago 2, Secretary. 

AMERICAN ACADEMY OF NEUROLOGICAL SURGERY, Camelback Inn, Phoenix, 
Ariz., Nov. 7-11. Dr. Eben Alexander Jr., Bowman Gray School of Medi- 
cine, Winston-Salem, N. C., Secretary. 

AMERICAN CANCER SOCIETY, SCIENTIFIC SESSION, Park Sheraton Hotel, 
New York, Oct. 29-30. Dr. Charles S$. Cameron, 521 West 57th St., 
New York 19, Medical Director. 

AMERICAN CLINICAL AND CLIMATOLOGICAL ASSOCIATION, Skytop Lodge, 
Skytop, Pa., Nov. 1-3. Dr. Marshall N. Fulton, 124 Waterman St., 
Providence 6, R. I., Secretary. 

AMERICAN COLLEGE OF CARDIOLOGY, Interim Session, Webster Hall Hotel 
and Mellon Institute, Pittsburgh, Nov. 28-30. Dr. Philip Reichert, Em- 
pire State Building, New York 1, Secretary. 

AMERICAN COLLEGE OF CHEST Puysic1Ans, Interim Session, Seattle, Nov. 
25-26. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, Execu- 
tive Director. 

AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS, Palmer 
House, Chicago, Nov. 7-9. Dr. Paul Hodgkinson, 116 South Michigan 
Blvd., Chicago 3, Secretary. 

AMERICAN COLLEGE OF PREVENTIVE MEDICINE, Atlantic City, N. J., Nov. 
14-15. Dr. John J. Wright, School of Public Health, Univ. of North 
Carolina, Chapel Hill, N. C., Secretary. 

AMERICAN FRACTURE AssociATION, Drake Hotel, Chicago, Nov. 29-Dec. 2. 
Dr. Homer D. Junkin, Paris Hospital, Paris, Illinois, Secretary. 

AMERICAN Pusiic HEALTH AssociATION, The Ambassador, Atlantic City, 
N. J., Nov. 12-16. Dr. Reginald M. Atwater, 1790 Broadway, New York 
19, Executive Secretary. 

AMERICAN RHEUMATISM ASSOCIATION, Interim Session, National Institute 
of Health, Bethesda, Md., Nov. 30. Dr. Edward F. Hartung, 580 Park 
Avenue, New York 21, Secretary. 

AMERICAN ScHOOL HEALTH AssociIATION, Atlantic City, N. J., Nov. 12-18. 
Dr. A. O. DeWeese, 513 East Main St., Kent, Ohio, Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF ARTERIOSCLEROSIS, Palmer House, 
Chicago, Nov. 11-12. Dr. O. J. Pollak, P. O. Box 228, Dover, Del., 
Secretary. 

AMERICAN SoOcIETY OF TROPICAL MEDICINE AND HyGIENE, Jung Hotel, 
New Orleans, Oct. 31-Nov. 3. Dr. John E. Larsh Jr., Dept. of Parasitology, 
School of Public Health, University of North Carolina, Chapel Hill, N. C., 
Secretary. 

ANNUAL CONFERENCE ON ELECTRICAL TECHNIQUES IN MEDICINE AND 
Bro.tocy, Governor Clinton Hotel, New York, Nov. 7-9. Mr. E. Dale 
Trout, General Electric Company, X-Ray Dept., Milwaukee 1, Chairman. 

ASSOCIATION OF AMERICAN MEDICAL COLLEGES, The Broadmoor, Colorado 
Springs, Colo., Nov. 12-14. Dr. Dean F. Smiley, 185 N. Wabash Ave., 
Chicago 1, Secretary. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Hotel Statler, 
Washington, D. C., Nov. 12-14. Colonel Robert E. Bitner, Room 718, 
1726 Eye St., N.W., Washington 6, D. C., Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL DisEAsEs, Hotel 
Roosevelt, New York, Dec. 7-8. Dr. Rollo J. Masselink, 700 West 168th 
St., New York 32, Secretary. 

ASSOCIATION OF STATE AND TERRITORIAL HEALTH OF Ficers, Hotel Wash- 
ington, Washington, D. C., Nov. 2-10. Dr. Franklin D. Yoder, State 
Board of Health, Cheyenne, Wyo., Secretary. 

CENTRAL Society For Researcnu, Drake Hotel, Chicago, Nov. 
9-10. Dr. Robert H. Ebert, 950 East 59th St., Chicago 37, Secretary. 
Concress OF NEUROLOGICAL SuRGEONS, Palmer House, Chicago, Nov. 1-3. 

Dr. Philip D. Gordy, 1007 Delaware Ave., Wilmington, Del., Secretary. 

Geronto.ocicaL Society, Hotel Hamilton, Chicago, Nov. 8-10. Dr. 
Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, Secretary. 

NATIONAL SocieTy FoR CRIPPLED CHILDREN AND ADULTs, Statler Hotel, 
Washington, D. C., Oct. 28-Nov. 1. Dr. Dean Roberts, 11 South LaSalle 
St., Chicago 3, Executive Director. 

New ENGLAND PosTGRADUATE ASSEMBLY, Hotel Statler, Botson, Oct. 30- 
Nov. 1. Dr. Robert P. McCombs, 22 Fenway, Boston 15, Chairman, Pro- 
gram Committee. 

Omana Mip-West Society, Sheraton-Fontenelle Hotel, Omaha, 
Oct. 29-Nov. 1. Mrs. Anne K. Ramsey, 1031 Medical Arts Bldg., Omaha 
2, Executive Secretary. 

Paciric Coast Fertiniry Society, El Mirador Hotel, Palm Springs, Calif., 
Nov. 8-11. Dr. Edward T. Tyler, 10911 Wayburn Ave., Los Angeles 24, 

. Secretary. 

Puerto Rico Mepicat Association, San Juan, Dec. 4-9. Dr. Rafael Gil, 
Box 9111, Santurce, Secretary. 

Rapio.ocicaL Society or Palmer House, Chicago, Dec. 
2-7. Dr. Donald S. Childs, 713 East Genesee St., Syracuse 2, N. Y., 


Secretary 
(Continued on page 26) 
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strikingly effective for patients 
in allergic 
and inflammatory 


skin disorders 


(PREDNISONE) 


» excellent relief in poison ivy der- 
matitis, other contact dermatoses, 
allergic eczemas, drug reactions 
and other dermatologic disorders 


» dietary regulations usually unnec- 
essary 


+ minimizes incidence of electrolyte 
imbalance 


and 5 mg. white tablets. 


MC-J-2166 


METICORTEN is available as 1, 2.5 
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MEETINGS 


In every practice, physical sickness is a 


_ setting for anxiety.' Anxiety is a setting 


for EQUANIL. Promotes equanimity, re- 
lieves muscle tension, encourages normal 
sleep.” 


Supplied: 
Tablets, 400 mg., 
bottles of 50. 
Usual Dose: 

1 tablet, t.i.d. 


1. Braceland, F.J.: 
Texas State J. Med. 
51: 287 (June) 1955. 


2. Lemere, F.: North- 
west Med. 54:1098 


(Oct.) 1955. 
= MEPROBAMATE 
(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 
caenditiel. Pa. Licensed under U.S. Patent No. 2,724,720 


J.A.M.A., October 27, 1956 


REGIONAL MEETINGS: 


AMERICAN COLLEGE OF PHYSICIANS: 
Kentucky-Tennessee, Nashville, Tenn., Dec. 1. Dr. Rudolph H. Kamp- 
meier, Vanderbilt University Hospital, Nashville, Tenn., Governor. 
Michigan, Ann Arbor, Dec. 1. Dr. H. Marvin Pollard, Ann Arbor, 
Mich., Governor. 
Montana-Wyoming, Great Falls, Mont., Nov. 16-17. Dr. Harold W. 
Gregg, 1038 N. Wyoming St., Governor. 
New Jersey, Newark, Nov. 7. Dr. Edward C. Klein Jr., 6 South King- 
man Rd., South Orange, Governor. 
North Carolina, Chapel Hill, Dec. 6. Dr. Elbert L. Persons, Duke 
Hospital, Durham, N. C., Governor. 

SovuTHERN MeEpicaL AssocraTion, Sheraton-Park Hotel, Washington, D. C., 
Nov. 12-15. Mr. V. O. Foster, 1020 Empire Bldg., Birmingham 3, Ala., 
Executive Secretary. 

SOUTHERN SuRGICAL AssociATION, Boca Raton Club and Hotel, Boca Raton, 
Fla., Dec. 4-6. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 
Secretary. 

SOUTHERN THORACIC SURGICAL ASSOCIATION, Hotel Fontainebleau, Miami 
Beach, Fla., Dec. 7-9. Dr. Hawley H. Seiler, 442 West Lafayette St., 
Tampa 6, Fla., Secretary. 

SyMPostuM ON ABDOMINAL ConpiT10Ns, Hotel Charlotte, Charlotte, N. C., 
Nov. 8. Dr. Philip Naumoft, 407 Doctors Bldg., Charlotte 7, N. C., 
Chairman Program Committee. 

WESTERN CARDIAC No ecg Cosmopolitan Hotel, Denver, Nov. 5-10. 
For information address: A. Seikel, Executive Director, Colorado 
Heart Association, 901 E. om Ave., Denver 18. 

WESTERN ORTHOPEDIC ASSOCIATION, Arizona Biltmore Hotel, Phoenix, 
Ariz., Oct. 31-Nov. 3. Dr. John H. Ricker, 926 East McDowell Rd., 
Phoenix, Ariz., Secretary. 

WESTERN SuRGICAL Association, Netherlands Plaza Hotel, Cincinnati, 
Nov. 29-Dec. 1. Dr. John T. Reynolds, 612 North Michigan Blvd., 
Chicago 11, Secretary. 


FOREIGN AND INTERNATIONAL 


ASSEMBLY OF ASSOCIATION OF FRENCH SPEAKING Doctors, Great Hall, 
Faculty of Medicine, 85 Boulevard Saint-Germain, Paris, France, Oct. 
16-18, 1957. For information address: General Secretary, Congrés Fran- 
cais de Médecine, Prof. G. Boudin, Paris, France. 

BaHAMAS MeEpIcAL CONFERENCE, Princess Margaret Hospital, Nassau, 
Bahamas, Dec. 1-15, 1956. For information address: Dr. B. L. Frank, 
4th Floor, 550 Fifth Avenue, New York 36, New York, U. S. A. 

CANADIAN MEDICAL AssociIATION, Edmonton, Alberta, Canada, June 17-21, 
1957. Dr. A. D. Kelly, 150 St. George Street, Toronto 5, Ont., Canada, 
General Secretary. 

CONFERENCE OF ALL INDIA MEpICcAL LICENTIATES ASSOCIATION, Delhi, 
India, Dec. 18-20, 1956. Dr. B. B. Lal Dikshit, Dikshit Niwas, Rakabganj, 
Agra., India, Secretary. 

ConGREss OF FRENCH SociETY OF OPHTHALMOLOGY, Paris, France, May 
12-16, 1957. Dr. Marcel Kalt, 81 rue Saint-Lazare, Paris 9e, France, 
Secretary. 

CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH Society, Phoenix, 
Ariz., U. S. A., April 1-4, 1957. For information address: Dr. A. William 
Friend, Wade Park Manor, Cleveland 6, Ohio, U. S. A. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR STUDY OF THE BRONCHI, 
Lisbon, Portugal, May 25-26, 1957. For information address: Prof. F. 
Lopo de Varvalho, 138 rua de Junqueira, Lisbon, Portugal. 

ConGRESS OF INTERNATIONAL SOCIETY OF AUDIOLOGY, St. Louis, Missouri, 
U.S. A., May 14-16, 1957. For information address: Dr. S. Richard 
Silverman, 818 South Kingshighway, St. Louis 10, Missouri, U. S. A. 

CONGRESS OF INTERNATIONAL SocrETY FOR CELL BroLocy, St. Andrews, 
Fife, Scotland, Aug. 28-Sept. 3, 1957. Prof. H. G. Callan, Bel! Pettigrew 
Museum, The University, St. Andrews, Fife, Scotland, Secretary General. 

ConGRESS OF INTERNATIONAL SOCIETY OF ORTHOPEDIC SURGERY AND 
TRAUMATOLOGY, Barcelona, Spain, Sept. 16-21, 1957. For information 
address: International Society of Orthopedic Surgery and Traumatology, 
34, rue Montoyer, Brussels, Belgium. 

ConGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Mexico City, Mexico, 
Oct. 27-Nov. 2, 1957. Dr. L. Dejardin, 141, rue Belliard, Brussels, 
Belgium, General Secretary. 

ConGREssS OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, New Delhi, 
India, Jan. 7-11, 1957. For information address: International Union 
Against Tuberculosis, 15 rue Pomerue, Paris 16e, France. 

HEALTH CONGRESS OF ROYAL SOCIETY FOR THE PROMOTION OF HEALTH, 
Folkestone, Kent, England, April 30-May 3, 1957. Mr. P. Arthur Wells, 
90 Buckingham Palace Road, London, S.W.1, England, Secretary. 

INTER-AMERICAN CONGRESS OF CARDIOLOGY, Havana, Cuba, Nov. 11-17, 
1956. For information address: Dr. Ramon Aixala, Apartado 2108, 
Havana, Cuba. 

INTER-AMERICAN CONGRESS OF PAN AMERICAN MEDICAL ASSOCIATION, 
Mexico City, Mexico, Nov. 18-22, 1957. Dr. Joseph J. Eller, 745 Fifth 
Ave., New York 22, N. Y., U. S. A., Executive Director. 

INTERIM CONGRESS OF PAN AMERICAN ASSOCIATION OF OPHTHALMOLOGY, 
Hotel Statler, New York, N. Y., U. S. A., April 7-10, 1957. Dr. Brittain 
F. Payne, 17 East 72nd Street, New York 21, N. Y., U. S. A., President. 

INTERNATIONAL CONFERENCE ON THE INFLUENCE OF LIVING AND WORKING 
ConpiT10ons ON HEALTH, Cannes, France, Sept. 27-29, 1957. For infor- 
mation address: Secretariat, World Congress of Doctors, Vienna 1, 
Wollzeile 29/3, Austria. 

INTERNATIONAL CoNGREsS OF CLINICAL PATHOLOGY, Brussels, Belgium, 
July 15-20, 1957. Prof. M. Welsch, Service de Bacteriologie et de 
Parasitologie, Universite de Liege, 32 Blvd., de la Constitution, Liege, 
Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF DERMATOLOGY, Stockholm, Sweden, July 31- 
Aug. 6, 1957. Dr. C. H. Floden, Karolinska, Sjukhuset, Hudkliniken, 
Stockholm 60, Sweden, Secretary General. 

INTERNATIONAL CONGRESS OF ELECTROENCEPHALOGRAPHY AND CLINICAL 
Nevropnysio.ocy, Brussels, Belgium, july 21-28, 1957. For information 
address: Dr. R. G. Bickford, Mayo Clinic, Rochester, Minnesota, U. S. A. 
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INTERNATIONAL CONGRESS OF EUROPEAN SoOcIETY OF HAEMATOLOGY, 
Copenhagen, Denmark, Aug. 26-31, 1957. Dr. Aage Videbask, Bleg- 
damsvej 11, Copenhagen, Denmark, Secretary General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF ANGIOLOGY, 
Mexico City, Mexico, Oct. 29-Nov. 2, 1957. Dr. H. Haimovici, 105 East 
90th Street, New York 28, New York, U. S. A., Secretary General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SocreTY OF BRONCHO- 
ESOPHAGOLOGY, Philadelphia, Pennsylvania, U. S. A., May 12-13, 1957. 
Dr. Chevalier L. Jackson, 3401 North Broad St., Philadelphia 40, Penn- 
sylvania, U. S. A., Secretary. 

INTERNATIONAL CONGRESS ON MEDICAL AND SCIENTIFIC FILM, Palace of 
Expositions at the Valentino, Turin, Italy, June 1-9, 1957. For information 
address: Secretariat, Minerva Medica. Corso Bramante 83-85, Turin, Italy. 

INTERNATIONAL CONGRESS ON MEDICINE AND SURGERY, Palazzo of Exposi- 
tions at the Valentino, Turin, Italy, June 1-9, i957. For information 
address: Segreteria Generale, Minerva Medica. Corso Bramante 83-85, 
Turin, Italy. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, 
Beograd and Opatija, Yugoslavia, Sept. 29-Oct. 5, 1957. Colonel Dr. 
Aleksandar Mezic, rue Nemanjina 15, Beograd, Yugoslavia, Secretary 
General. 

INTERNATIONAL CONGRESS OF NEUROLOGICAL SCIENCES, Brussels, Belgium, 
July 21-28, 1957. For information address: Dr. Pearce Bailey, National 
Institute of Health, Bethesda 14, Maryland, U. S. A. 

INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, Brussels, Belgium, July 
21-28, 1957. Dr. Ludo Jan Bogaert, 47 rue de Harmonic, Antwerp, 
Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF NEUROSURGERY, Brussels, Belgium, July 
21-28, 1957. For information address: Dr. William B. Scoville, 85 Jef- 
ferson Street, Hartford, Connecticut, U. S. A. 

INTERNATIONAL CONGRESS OF NuTRITION, Paris, France, July 24-29, 1957. 
For information address: Congress International de Nutrition, 71 Blvd. 
Pereire, Paris 17e, France. 

INTERNATIONAL CONGRESS ON OcCUPATIONAL HEALTH, Helsinki, Finland, 
July 1-6, 1957. Dr. Pentti Sumari, c/o Tyoter Veyslaitos, Haattmaninkatu 
1, Helsinki-Toolo, Finland, Secretary General. 

INTERNATIONAL CONGRESS OF OTOLARYNGOLOGY, Hotel Statler, Washing- 
ton, D. C., U. S. A., May 5-10, 1957. Dr. Paul H. Holinger, 700 North 
Michigan Ave., Chicago 11, Illinois, U. S. A., General Secretary. 

INTERNATIONAL CONGRESS ON RHEUMATIC DisEASES, Toronto, Ont., Can- 
ada, June 23-28, 1957. For information address: International Congress 
on Rheumatic Diseases, P. O. Box 237, Terminal “‘A,” Toronto, Ont., 
Canada. 


INTERNATIONAL GERONTOLOGICAL CoNnGRESS, Merano-Bolzano, Italy, July 


14-19, 1957. For information address: Segreteria, Quarto Congresso 
Internazionale de Gerontologia, Viale Morgagni, 85, Firenze, Italy. 

INTERNATIONAL LEAGUE AGAINST EPpILepsy, Brussels, Belgium, July 21-28, 
1957. Dr. Radermecker, Institut Bunge, 59 rue Philippe Milliot, Berchem, 
Antwerp, Belg‘um, Secretary General. 

INTERNATIONAL NEUROLOGICAL ConGrEss, Brussels, Belgium, July 21-28, 
1957. Dr. Ludo van Bogaert, Institut Bunge, 59 rue Philippe Méilliot, 
Berchem, Antwerp, Belgium, Secretary General. 

INTERNATIONAL SCIENTIFIC CONGRESS OF INTERNATIONAL COLLEGE OF 
SurGeons, University City, Mexico, D. F., Mexico, Feb. 24-28, 1957. For 
intormation address: Secretary, Mexican Congress, International College 
of Surgeons, 1516 Lake Shore Drive, Chicago 10, Ill., U. S. A. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Paris, France, 
July 9-12, 1957, Dr. Fred C. Roulet, Hebelstr. 24, Basel, Switzerland, 
Secretary General. 

INTERNATIONAL SOCIETY FOR THE WELFARE OF CRIPPLES, London, Eng- 
land, July 22-27, 1957. For information address: Miss M. Drury, 34 
Eccleston Square, London S.W.1, England. 

INTERNATIONAL SYMPOSIUM ON MEDICAL-SOCIAL ASPECTS OF SENILE 
Nervous Diseases, Venice, Italy, July 20-21, 1957. For information 
address: Secretariate, Viale Morgagni 85, Firenze, Italy. 

INTERNATIONAL VOICE CONFERENCE (LARYNGEAL RESEARCH FUNCTION 
AND THERAPY), Chicago, Illinois, U. S. A., May 20-22, 1957. For in- 
formation address: Dr. Hans von Leden, 30 North Michigan Ave., Chi- 
cago 2, Illinois, U. S. A. 

Latin AMERICAN CHAPTER, INTEKNATIONAL SOCIETY OF ANGIOLOGY, 
Havana, Cuba, Nov. 8-11, 1956. Dr. Armando Nujfiez Nufiez, 25 No. 510 
Vedado, Havana, Cuba, President. 

NEURORADIOLOGIC SyMpPosiuM, Brussels, Belgium, July 21-28, 1957. For 
information address: Professor Melot, Hépital Universitaire St. Pierre, 
Brussels, Belgium, Secretary General. 

Paciric Science ConcGress, Bangkok, Thailand, Nov. 18-Dec. 2, 1957. For 
information address: Pacific Science Council Secretariat, Bishop Museum, 
Honolulu 17, Hawaii. 

Pan AMERICAN CoNnGRESS ON CANCER CyToLoGy, Eden Roc Hotel, Miami 
Beach, Fla., U. S. A., April 25-29, 1957. Dr. J. Ernest Ayre, 1155 N.W. 
14th St., Miami, Fla., U. §. A., General Chairman. 

Pan AMERICAN CONGRESS OF ENDOCRINOLOGY, Buenos Aires, Argentina, 
Nov. 3-9, 1957. For information address: Secretaria General, Sociedad 
Argentina de Endocrinologia y Metabolisms, Santa Fe 1171, Buenos 
Aires, Argentina. 

Pan-Paciric Suncicat ConGress, Honolulu, T. H., Nov. 14-22, 1957. 
Dr. F, J. Pinkerton, Room 230, Young Bldg., Honolulu, T. H., Director 
General. 

Perstan MepicaL Society, Dhahran, Saudi Arabia, Nov. 14-15, 
1956. For information address: Dr. Robert C. Page, Medical Director, 
Arabian American Oil Company, Dhahran, Saudi Arabia. 

Harvey TERCENTENARY Concress, Royal College of Surgeons, 
London, England, June 3-7, 1957. Dr. D. Geraint James, Harveian 
Society of London, 11 Chandos St., Cavendish Square, London, W.1, 
England, Honorary Secretary. 

Wortp ConcrEss FOR Acupuncture, Vienna, Austria, May 25-28, 1957. 
For information address: Austrian Association for Acupuncture, XV, 
Schwenderstrasse 57, Vienna, Austria. 

Wortp Concress or Psycutatry, Zurich, Switzerland, Sept. 1-7, 1957. 
Prof. J. Wyrsch, Stans, Lucerne, Switzerland, Secretary General. 


In every ~ractice, physical sickness is a 
setting for anxiety Anxiety is a setting 
for EQUAN!:. Promotes equanimity. re- 
lieves muscle tension, encourages norrrai 
sleep.* 


Supplied: 

Tablets, 400 ™g., 
botties of 50. 
Usual Dose: 

tablet, t.i.d. 


Braceland, F.J.: 
Texas State J. Med. 
51: 287 (June) 1955. 


2. Lemere, F.: North- 
west Med. &:1096 
(Oct.) 1955. 


MEPROGAMATE 
Licemed under US. Potent Ns, 27° 


*‘Trséewark 


ihe 
E 
S 4 
L wie 
€ 
, 
. 
» 
a 
é 
‘4, 
~ 4 
> 
Philadeighie 1, Ps. 
. 
€ 
ae 


See the Living Drama Medicine 


Each Sunday, Ciba brings you a live . .. direct from a hospital, clinic or 
documentary of medicine today .. . university active in that field. 
‘ . - - presented in co-operation with the By covering a wide range of vital 
American Medical Association. and highly interesting topics . . . 


Medical Horizons reports each week on . . . Ciba hopes to help you keep abreast 
a specific field of medicine... of what’s new in medicine. 


See “Medical Horizons” every Sunday afternoon at 4:30 (EST) on ABC Television 


by C | B A ...1n the tradition 
| of research 


CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. 


Vol. 162, No. 9 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JourRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Sunday, Nov. 4 
ABC-TV, 4:30 p. m. EST. “Medical Horizons” offers a report 
on glaucoma and the prevention of blindness. This live tele- 
cast from the Hospital of the University of Pennsylvania, Phil- 
adelphia, is produced in cooperation with the American Medi- 
cal Association. 
MAGAZINES 
Life, Oct. 15, 1956 
“Return to Sanity in 12 Weeks” 
This report, in pictures and text, is on the first mass trial of 
reserpine and chlorpromazine. “The results show that al- 
though the drugs are helpful only to an estimated third of 
the patients, the rising tide of mental illness (in the mental 
hospitals of New York State) has been turned back.” 
Life, Oct. 22, 1956 
“The Scientific Aspects of Tranquilizers” 
McCall’s, November, 1956 
“Why Fad Diets Fail,” by Elizabeth Pope 
The author says: “It’s time someone started talking sense 
. about dieting.” She points out that the use of “wonder” 
diets to take off weight is futile, because when the diet 
stops, the weight begins to appear again. And she quotes 


Dr. Frederick J. Stare of the Harvard School of Public 
Health as saying, “Diets are no more a cure for overweight 
than insulin is for diabetes. At best, diets enable you to con- 
trol (obesity). At worst—as in fad dieting—they trap you 
in a vicious circle of losing and gaining which is not only 
futile, but quite possibly dangerous.” As an alternative to 
fad diets, Dr. Stare recommends a system of caloric con- 
trol. 
Family Circle, November, 1956 
“Let Him Come In,” by Helene E. Tash 
The author says that the disease of epilepsy is bad enough, 
“but the stigma attached to epilepsy is far worse.” She tells 
the story of her own son’s affliction in order to “broaden 
understanding and help in the fight against the disease.” 
Saturday Evening Post, Oct. 20, 1956 
“We'll Never Make Her Well,” by John Bartlow Martin 
In the third of a six-part series on the Columbus State Hos- 
pital in Columbus, Ohio, a young victim of schizophrenia 
tells her own story. 
Family Weekly Magazine, Oct. 21, 1956 
“New Light on Heart Disease,” by Jack Ryan 
“Several studies seem to bear out the contention that soft 
living makes us an easier mark for heart attacks due to 
hardening of the arteries.” 


Household, November, 1956 
“What Every Husband Should Know About Breast Cancer,” 
by Lawrence Galton 
According to the author, “in no other kind of malignancy 
that strikes a woman is her husband more involved.” She 
is “tortured” by his possible reactions to amputation and 
disfigurement. Mr. Galton explains that too many women 
neglect symptoms of breast cancer and that in at least 7 
cases out of 10 it can be cured if properly treated before 
spreading has occurred. 


“A very original anesthetist; now he is 
trying a new method without drugs.” 
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that the epileptic patient 


may enjoy fuller life 


DILANTIN SODIUM 


(diphenylhydantoin sodium, Parke-Davis) 


For patients with grand mal and psychomotor seizures, 


DILANTIN — alone or in combination — continues as an 
anticonvulsant of choice. Effective control of seizures, 
with resulting greater social acceptance and increased 
vocational opportunities, forecasts a fuller life for such 
DILANTIN has little or no hypnotic effect. 


patients. 


DILANTIN Sodium is supplied in a variety of forms — 
including Kapseals® of 0.03 Gm. (% gr.) 
and 0.1 Gm. (1% gr.) in bottles of 100 and 1,000. 


M I LON ih i N Kapseals and Suspension 


(phensuximide, Parke-Davi 


For patients with petit mal epilepsy, a drug of choice in 
initiating treatment — with very few and mild side effects. 


MILONTIN Kapseals, 0.5 Gm., bottles of 100 
and 1,000; also available as MILONTIN Suspension 
(250 mg. per 4 cc.) in 16-ounce bottles. 


For patients with mixed grand mal—petit mal epilepsy, 
compatibility permits use of DILANTIN with MILONTIN. 


- PARKE, DAVIS & COMPANY DETROIT, MICHIGAN 
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Atomic Explosions and the Weather 


Many inventions of man—gunpowder, radio, airplanes, and 
television—have been blamed for changes in weather and 
climate. It is only natural that atomic and thermonuclear ex- 
plosions, being among the most dramatic achievements of man- 
kind, would come in for their share of the blame. . . . When sub- 
mitted to rigorous statistical tests, these apparent abnormalities 
[in the weather] do not exceed the limits that can be expected 
by chance and are consistent with accepted meteorological 
principles involving large-scale (hemispheric) weather patterns 
which could not be directly affected by the explosions. . . . The 
energy of even a thermonuclear explosion is small when com- 
pared with most large-scale weather processes. Moreover, it is 
known that much of this energy is expended in ways that cannot 
directly affect the atmosphere. Even the fraction of the energy 
which is directly added to the atmosphere is added in a rather 
inefficient manner from the standpoint of affecting the weather. 
Meteorologists and others acquainted with the problem are 
readily willing to dismiss the possibility that the energy released 
by the explosions can have any important direct effect on the 
weather processes. However, there remains the possibility that 
the explosion will serve as a trigger mechanism to divert some 
much larger natural store of energy from the path it would 
otherwise have followed. Three general means by which this 
might be accomplished have been considered. (i) The debris 
thrown into the air by the explosion may have some catalytic 
effect on the behavior of clouds and thereby change the regime 
of cloudiness or precipitation over wide areas. (ii) The radio- 
active nature of the debris will change the electric conductivity 
of the air, and this may have some effect on more directly 
observable meteorological phenomena. (iii) The debris thrown 
into the stratosphere by the explosion may interfere with the 
passage of solar radiation and thereby serve to decrease the 
temperature of the earth. 

Our present knowledge of atmospheric physics makes difficult 
a final authoritative evaluation of any of these possibilities. The 
results of studies and experiments conducted by various organi- 
zations show the following: 1) The debris which has been 
thrown up into the atmosphere by past detonations was found to 
be ineffective as a cloud-seeding agent. Since the techniques for 
testing nucleating efficiency are not entirely satisfactory, the 
condensation and freezing nuclei produced by nuclear explosions 
and their effect on the formation of clouds and the precipitation 
process must be continually investigated. 2) The amount of 
ionization produced by the radioactive material is insignificant 
in affecting general atmospheric conditions. Various theories on 
the possible connection between the electric properties of the 
atmosphere and the precipitation process are still in the develop- 
mental stage. 3) Dust thrown into the air by past volcano erup- 
tions decreased the direct solar radiation received at the ground 
“by as much as 10 to 20 percent. The contamination of the 
atmosphere by past nuclear tests has not produced any measur- 
able decrease in the amount of direct sunlight received at the 
earth’s surface. There is a possibility that a series of explosions 
designed for the maximum efficiency in throwing debris into the 
upper atmosphere might significantly affect the radiation re- 
ceived at the ground. 4) Much of the increase in severe storms 
reported in recent years can be traced directly to the improved 
methods of reporting severe storms that normally occur.—Mete- 
orological Aspects of Atomic Radiation, Science, July 20, 1956. 


J.A.M.A., October 27, 1956 


Mescaline: Apotheosis of “The Devil’s Root” 
Mescaline . . . played an essential part in the lives of the 


American Indians before the white man ever .. . [came]. It is 
the most active alkaloid which may be extracted from a small 
spineless cactus (Lophophora williamsii), native to the northern 
regions of Mexico and to parts of Texas. The tops of these cacti 
were gathered with suitable ceremony and dried. The dried 
product, which has a close physical semblance to a mushroom, 
was eaten by the Indians during their religious ceremonies. The 
subject experiences vivid hallucinations, which are primarily 
visual in nature, involving images of extraordinarily bright and 
varied colors. There is no soporific action, nor is there a marked 
general stimulation of the nervous system. . . . 

It might well be expected that such an extraordinary drug 
would be held in reverence by the Indians of America. . . . This 
was why the Christian missionaries to Mexico in the 16th cen- 
tury called the cactus “the Devil’s root.” Francisco Hernandez, 
a Spanish missionary, writing in 1576, describes the plant thus: 
“This root scarcely issues forth, but conceals itself in the ground, 
as though unwilling to harm those who may discover it and eat 
it.” The Indians were more inclined to call it “God’s Flesh”: but 
in fact the cactus or its dried parts had many names, one of the 
most common being “Peyote.” Use of the plant was most vexa- 
tious to the missionaries. The taking of it was said to make them 
[the Indians] lazy, and did not make good Christians of them. . . . 

It may turn out that mescaline will make an important contri- 
bution, even if indirectly, to modern medicine. Osmond and 
Smythies made the . . . observation that the chemical formulae 
of adrenaline and mescaline were extraordinarily alike. It had 
previously been noted that some of the symptoms of taking 
mescaline are similar to those of acute schizophrenia. They then 
suggested that one of the etiological agents in schizophrenia 
might be a substance or substances lying, chemically, between 
mescaline and adrenaline. . . . 

Later they collected reports of asthmatic patients who in- 
jected themselves with adrenaline and noticed the most extraor- 
dinary effects: anesthetists reported unusual symptoms in 
patients who had received old adrenaline which had a pale pink 
color. Results of investigations showed that the cause of these 
symptoms was adrenochrome. This has a chemical structure 
similar to adrenaline and mescaline, and can be shown to occur 
in minute quantities in the human body. 

Adrenochrome, moreover, has properties such as were looked 
for by Osmond and Smythies in their postulated etiology of 
schizophrenia. It does not have the sympathomimetic actions of 
adrenaline, but minute doses cause hallucinations virtually 
identical with those of mescaline. In vivo it has an instant action, 
unlike that of mescaline which may take an hour or more before 
its effects are marked. . . . Unlike adrenaline, adrenochrome 
appears to be able to cross the blood/brain barrier. One can 
extend the hypothesis that due to stress, and the resultant in- 
creased output of the adrenal glands, unusual quantities of 
adrenochrome may be produced and may cause mental dis- 
turbance. 

Another drug which has recently come into prominence is 
lysergic-acid-diethylamide (LSD). This is very closely allied 
to ergometrine, which has, as one of its properties, an adrenaline- 
blocking effect. Now LSD has properties very similar to mesca- 
line and adrenochrome. Extensive clinical trials are now being 
carried out with LSD, a drug with morbid abreactive properties 
and hence of value in psychiatry.—J. Pearson, M.D., and K. Dew- 
hurst, M.D., Mescaline: Apotheosis of “The Devil’s Root,” The 
Irish Journal of Medical Science, March, 1956. 
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**.,.dioctyl sodium sulfosuccinate [Doxinate] 
ad, results in restoration of normal function both 


eat in terms of stool consistency and frequency.” 
mut —CASS, L.J., AND FREDERIK, W.S.: AM. J. GASTROENTEROL. (DEC.) 1956. 


‘Our results indicate that effective fecal soften- 
ae ing is generally adequate to permit correction 
lee of chronic constipation of the spastic type.” 


—FRIEDMAN, M.: AM. PRACT. & DIGEST OF TREATMENT (OCT.) 1956. 


in 2 
(DIOCTYL SODIUM SULFOSUCCINATE, LLOYD) 


cat THE ORIGINAL DIOCTVL SODIUM 

ng SULFOSUCCINATE FOR TREATING CONSTIPATION 
DOSAGE: 

- ADULTS-—2 or 3 soft gelatin green 60 mg. capsules daily. 


INFANTS—1 or 2 cc. Doxinate Solution 5% 
_onee daily. in milk, formula or fruit juice. 


DOXINATE® WITH DANTHRON IS 
FREQUENTLY PREFERRED IN: 


e Atonic Constipation 


e Chronic Functional Constipation 


e Geriatrics 


e Pre- and Post-Surgery 
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Minnesota State Medical Association 
Mississippi State Medical Association 
Missouri State Medical Association.. 
Montana Medical Association........ 
Nebraska State Medical Association. . 
Nevada State Medical Association... 
New Hampshire Medical Society...... 
New Jersey, Medical Society of....... 
New Mexico Medical Society.......... 
New York, Med. Soe. of the State of 
N. Carolina, Med. Soc. of the State of 
North Dakota State Medical Assn... 
Ohio State Medical Association...... 


Oklahoma State Medical Association.|H 


Oregon State Medical Society........ 
Pennsylvania, Med. Soc. of State of. 
Puerto Rico Medical Association..... 
Rhode Island Medical Society......... 
South Carolina Medical Association. 


South Dakota State Medical Assn..../A. 


Tennessee State Medical Association. 


Texas Medical Association........... 


Vermont State Medical Society....... 
Virginia, Medical Society of.......... 
Washington State Medical Assn.... 
West Virginia State Medical Assn... 
Wisconsin, State Medical Society of.. 


R. H. Wilson, Winona........ . 
H. C. Ricks, Jackson......... ° 
Car! F. Vohs, St. Louis........ 
Edward S. Murphy, Missoula.. 
J. M. Woodward, Lincoln...... 
Edwin Cantlon, Reno.......... 
Louis C. Theobald, Exeter.... 
Lewis C. Fritts, Somerville.... 
Stuart W. Adler, Albuquerque. 
James Greenough, Oneonta.... 


Donald B. Koonce, Wilmington... 


R. H. Waldschmidt, Bismarck. 
Richard L. Meiling, Columbus. 
. M. McClure, Chickasha..... 


E. G. Chuinard, Portland...... 


Robert L. Schaeffer, Allentown... 


Jaime F. Pou, Hato Rey...... 


William H. Prioleau, Charleston.. 


R. B. Wood, Knoxville......... 


James Z. Davis, Salt Lake City.... 
W. Douglas Lindsay, Montpelier... 


James P. King, Radford...... 


.|James H. Berge, Seattle....... 


Athey R. Lutz, 
O. Simenstad, Osceola...... 


Wyoming State Medical Society...... 


.|Mr. James T. Barnes, 203 Capitol Club Bldg., Raleigh. 


.|H. B. Gardner, 230 State St., Harrisburg ane 


Mr. R. R. Rosell, 496 Lowry Med. Arts Bldg., St. Paul 2 
Mr. R. B. Kennedy, P.O. Box 4322, Jackson............ 
E. Royse Bohrer, 634 N. Grand Blvd., St. Louis 3...... 
Mr. L. R. Hegland, P.O. Box 1692, Billings............ 
R. B. Adams, 1315 Sharp Bldg., Lincoln 8....... éecedes 
Mr. Nelson B. Neff, P.O. Box 188, Reno.......... eevene 


Mr. R. R. Marshall, 221 W. Central Ave., Albuquerque. 
W. P. Anderton, 386 Fourth Ave., New York 16....... 


Mr. Lyle Limond, Box 1198, Bismarck.................. 
Mr. CO. Nelson, 79 East State St., Columbus 15...... 
Mr. R. Graham, P.O. Box 9696, Shartel nian, 

Okla. Bits 
R. R. Gaeter, 1115 8.W. Taylor St., Portland 5. 


Mr. J. A. Sanchez, Box 9111, Santurce........... 
Thomas Perry Jr., 106 Francis St., Providence 38. 


Mr. J. C. Foster, Ist Nat’] Bank Bldg., Sioux - 

Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5.. 

Mr. C. L Williston, 1801 N. Lamar Blvd., Austin..... 
Mr. H. Bowman, 42 8. Fifth East St., Salt’ Lake City 2 
Robert L Richards, 128 Merchants Row, Rutland..... 
Mr. R. I. Howard, 1105 W. Franklin St., Richmond 20. 
Frederick A. Tucker, 1309 Seventh Ave., Seattle 1...... 
Mr. Charles Lively, Box 1031, Charleston 24........... 


Arthur Abbey, Box 2036, Cheyenne...... 


Mr. C. H. Crownhart, P.O. Box 1109, Madison 1...... 
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LIST OF STATE MEDICAL ASSOCIATIONS 

SOCIETY PRESIDENT EXECUTIVE OFFICER ANNUAL MEETING 
Alabama, Med. Assn. of the State of|Grady O. Segrest, Mobile..... PELIRT. L. Cannon, P.O. Box 1788, Montgomery 4..........|Mobile, April 18-20 
Alaska Territorial Medical Assn...... Salazar, Ketchikan........... Robert B. Wilkins, Anchorage | Ketchikan, June, 57 
Arizona Medical Association......... I, Podolsky, Tumis... 2.0000. D. W. Melick, 411 Security Bldg., Phoenix............. Yuma, Apr. 10-18 
Arkansas Medical Society............ Fount Richardson, Fayetteville. ‘|Mr Paul C. Schaefer, 215 Kelley Bldg., Ft. Smith. ...:|Little Rock, 1957 
California Medical Association....... Donald A. Charnock, Los Angeles... Mr John Hunton, 450 Sutter St., San Francisco 8..... Los Angeles, Apr. 28-May 1 
Colorado State Medical Society...... George R. Buck, Denver............ Mr. H. T. Sethman, 885 Republic Bidg., Denver 2..... Denver, Sept. 24-27 
Connecticut State Medical Society...|Ralph T. Ogden, Hartford.......... Creighton Barker, 160 St. Ronan St., New Haven..... 
Delaware, Medical Society of......... G. M. Van Valkenburg, Georgetown|N. L. Cannon, 621 Delaware Ave., Wilmington........ Wilmington, Oct. 21-22 
District of Columbia, Med. Soe. of...|Ralph M. Caulk, Washington....... Mr. T. Wiprud, 1718 M St., N.W., Washington 6...... 
Florida Medical Association.......... Francis H. Langley, St. Petersburg|Samel M. Day, P.O. Box 1018, Jacksonville 1........ Hollywood, May 5-8 
Georgia, Medical Association of..... Hal M. Davison, Atlanta........... Mr. M. D. Krueger, 875 W. Peachtree St., N.E., Atlanta/Savannah, Apr. 28-May 1 
Hawaii Medical Association.......... A. Webster Boyden, Lihue......... Saturo Nishijima, 510 S. Beretania St., Honolulu..... Lihue, Kauai, May 5-8 
Idaho State Medical Association..... Charles A. Terhune, Burley........ Mr. Armand L. Bird, 364 Souna Bldg., Boise.......... Sun Valley, June 16-19 
Illinois State Medical Society........ F. Lee Stone, Chicago.............. Harold M. Camp, 224 8S. Main St., Monmouth......... Chicago, May 21-24 
Indiana State Medical Association...|Walter U. Kennedy, New Castle....|Mr. James A. Waggener, 23 E. Ohio St., oe tears 4 
Iowa State Medical Society.......... Wendell L. Downing, Le Mars...... R. F. Birge, 529.36th St., Des Moines 12..............++ Des Moines, Apr. 28-May 1 
Isthmian Canal Zone, Med. Assn. of.|/A. Vincente-Mastellari, Ancon...... E. R. Osterberg, Box “O,”’ Gorgas Hospital, Ancon... 
Kansas Medical Society............... Clyde W. Miller, Wichita............ Mr. Oliver E. Ebel, 315 W. Fourth St., Topeka........ Wichita, May 5-9 
Kentucky State Medical Association.|Richard R. Slucher, Louisville...... Mr. J. P. Sanford, 620 8. Third St., Louisville 2........ Louisville, Sept. 17-19 
Louisiana State Medical Society..... Paul D. Abramson, Shreveport..... C. Grenes Cole, 1430 Tulane Ave., New Orleans 12...... New Orleans, May 5-8 
Maine Medical Association............ Armand Albert, Van Buren........ D. F. Hanley, Coe Infirm., Bowdoin Coll., Brunswick|}Rockland, June 23-25 
Maryland, Med. and Chir. Faculty of|William H. F. Warthen, Towson...|Everett 8S. Diggs, 1211 Cathedral St., Baltimore....... Baltimore, May 1-3 
Massachusetts Medical Society....... Howard F. Root, Boston........... Robert W. Buck, 22 The Fenway, Boston 15........... Boston, May 21-23 
Michigan State Medical Society...... William 8. Jones, Menominee....... L. F. Foster, 606 Townsend St., Box 539, Lansing 15 


St. Paul, May 18-15 


Kansas City, Mar. 31-Apr. 3 
Missoula, Sept. 
Omaha, May 13-16 


Santa Fe, May 15-17 
New York, Feb. 18-21 
Asheville, May 5-8 
Fargo, May 25-28 


Tulsa, May 5-8 


-/San Juan, Dee. 4-9 
.|Mr. M. L. Meadors, 120 W. Cheves St., Florence....... 


Myrtle Beach, May 14-16 
-|Sioux Falls, May 18-21 
-|Nashville, Apr. 7-10 
Dallas, Apr. 28-May 1 
Salt Lake City, Sept. 5-7 


Milwaukee, May 7-9 


Moran, June 16-19 


“Ah! Here we are! ‘Treatment of the statistically dead’!” 
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.....|W. H. Butterfield, 18 School St., Concord.............. 
Charles L. Farrell, Pawtucket. 
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FUIBLE FUNG! 


Of the Culinary Art: 


CRATERELLUS CORNUCOPIOIDES 


Craterellus Cornucopioides (Horn of Plenty): To the votary of Epicurus, 
this autumn-growing fungus properly takes its name from the symbol of abundance. 
For, when dried and powdered and used as seasoning, it adds all that is desired to the worthier 
products of the chef’s cuisine. 
Caution: This picture is not intended as a guide to the selection of mushrooms. 
No one should pick mushrooms for the table unless his eyes 
are discriminative and his knowledge faultless. 


Of Medical Science: 


SUSPENSION TABLETS DROPS 


Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) 


Wyeth Penicillin with a 
® Surety Factor 
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and Effective Therapy 


Delicious Liquid Forms ® Convenient, Tasteless Tablets 


Oral BICILLIN is notable not only for palatability and patient acceptance, but also for resist- 
ance to gastric destruction, effective blood levels, and convenient dosage regimen. 
These values have made oral BICILLIN a penicillin of choice in: 


e Rheumatic-fever prophylaxis e Otitis media 
: e Streptococcal upper-respiratory e Scarlet fever 
: infections e Oral-surgery prophylaxis 
e Tonsillitis e Pneumonia 
e Pharyngitis e Gonorrhea 


Supplied: BICILLIN Oral Suspension, 300,000 units per 5-cc. tsp., bottles of 2 fl. oz.; 150,000 
units per 5-cc. tsp., bottles of 2 fl. oz. 
BICILLIN Tablets, 200,000 units per tablet, bottles of 36; 100,000 units per tablet, 
bottles of 100 
BICILLIN Drops, 150,000 units per cc., with calibrated dropper to deliver 100,000 
units, bottles of 10 cc. 
Also available: BICILLIN Injection, in combinations and dosage forms for every use 


SUSPENSION + TABLETS DROPS 


Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) 


Wyeth Penicillin with a 


Philadelphia 1, Pa. S urety Factor 
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potent, specific anti-arthritic 


BUTAZOLIDIN 


(phenylbutazone GEIGyY) 


relieves pain « improves function 


resolves inflammation 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar 


with its use are urged to send for literature before prescribing it. 


rheumatoi ‘spondylitis 
Phenylbutazone [ButazouDin] shows a dramatically low 
failire rate in rheumctoid spondylitis. rheumatoid 


spondylitis, phenylbutazone isla] drug of choice and to 
date the results have been much superior to those secured 


with x-ray therapy.” 
Holbrook, W. P.: M. 39.405, 1°55. 
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Steclin-Mycostatin (Squibb Tetracycline-Nystatin) 


Another form of the only broad spectrum 
_ antibiotic preparation with added protection 
i against monilial superinfection 


PLEASANT TASTING — Mysteclin Suspension is pleasant- 
ly fruit-flavored and will appeal to taste-conscious 
youngsters as well as to adults who prefer liquid 
medication. 
BROADLY EFFECTIVE — Mysteclin Suspension provides 
well tolerated therapy for the many common infec- 
| x tions which respond to tetracycline—and also acts to 
prevent monilial overgrowth. 
e =. READY-TO-TAKE — Mysteclin Suspension requires no re- 
ogre constitution and can be given by simple teaspoon 
eae dosage to patients of all ages. 
oe MYSTECLIN SUSPENSION: a fruit-flavored oil suspension 
arc containing the equivalent of 125 mg. Steclin (Squibb 
Tetracycline) Hydrochloride and 125,000 units My- 
costatin (Squibb Nystatin) per 5 cc. teaspoonful. 
Supplied in two-ounce bottles. 


Sey Nhe Also available as Capsules (250 mg. Steclin Hydrochloride and 
he 250,000 units Mycostatin) and Half Strength Capsules (125 mg. 
Cah EAS Steclin Hydrochloride and 125,000 units Mycostatin). 


iE Squibb Quality — the Priceless Ingredient 


“mystecuin’®, ‘steciin’®, AND ‘MYCOSTATIN’® ARE SQUIBB TRADEMARKS 
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warning: COLD FRONTS 


FoR Tyzine 


brand of tetrahydrozoline hydrochloride 


for excellent relief of nasal congestion’: 


effective in minutes for hours (up to 
6 hours with a single dose) 
... well tolerated 
... little or no sting, burn or irritation 
...completely odorless and tasteless 


...no rhinorrhea and virtually no CNS stimulation. 
*Menger, H.C.: New York J. Med. 56:1279, 1956 


Supplied: TyZINE Nasal Solution, l-oz. dropper bottles, 0.1%. Nasal Spray, 15 cc., 
# in plastic bottles, 0.1%. Pediatric Nasal Drops, 1/2-oz. bottles, 0.05%, with calibrated 
» dropper for precise dosage. 


note: As with certain other widely used nasal decongestants, overdosage may cause 
drowsiness or deep sleep in infants and young children: KEEP OUT OF HANDS OF 
CHILDREN OF ALL AGES. TYZINE Nasal Spray and TyZINE Nasal Solution, 0.1%, are 


| not recommended for use in children under six. When using TyZINE Nasal Spray 
in the plastic bottle, it should be administered only in an upright position. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co,, Ine} 
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In Codnestitc Heart Failure 
R, “Wide Safety Margin’ 


WHITE'S BkKAND OF AMORPHOUS GITALIN 


ae Authoritative investigators have reported that the digitalizing dose of 
oe Gitaligin is approximately one-third the toxic dose.'* 
es 3 This “wide margin of safety” (difference between therapeutic and 
x toxic doses) permits rapid digitalization and successful maintenance with 
a minimum of toxic side reactions—even in refractory cases where 
other glycosides have failed.* And, cost to your patient is no greater 
than ordinary digitalis preparations. 
es = Supplied: Scored tablets of 0.5 mg. Bottles of 30 and 100. 
3 * ae References: 1. Ehrlich, J. C.: Arizona Med. /2: 239 (June) 1955. 2. Weiss, A., and Steigmann, F.: Am. J. M. 
; ie Sc. 227: 188 (Feb.) 1954. 3. Dimitroff, S. P.; Griffith, G. C.; Thorner, M. C., and Walker, J.: Ann. Int. Med. 
ae 39: 1189 (Dec.) 1953. 4. Hejtmancik, M. R., and Herrmann, G. R.: Texas St. J. M. 5]: 238 (May) 1955. 
oR 5. Batterman, R. C.; DeGraff, A. C., and Rose, O. A.: Circulation 5: 201 (Feb.) 1952. 6. Denham, R. M.: 
et . J. Kentucky St. M. Assoc. 53: 209 (Mar.) 1955. 


-, It's so easy to switch to ‘wide safety margin’ Gitaligin. F 
“these simple dosage equivalents wherever digitalis therapy is indice 


pigitaus 
PREPARATION 


Digitalis leaf 
Digitoxin 


"WHITE LABORATORIES, INC. 
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day-long control of appetite— 
both between meals and at mealtime 


Dexedrine 


dextro-amphetamine sulfate, S.K.F. 


Spansule 


sustained release capsules, S.K.F. 


*T.M., Reg. U.S. Pat. Off. 


\ 
first sustained release oral medication 3 
: fi : | 
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Bactericidal 


to 


pathogens... 


well 


tolerated 


by tissues 


spray 


FURACIN Solution 
FURACIN 0.2% in a liquid 
vehicle of polyethylene 
glycols 65%, wetting agent 
0.3% and water. Bottles 
of 59 cc. and 473 cc. 


sprinkle 


FURACIN Soluble Powder 
FURACIN 0.2% in powder 
base of water-soluble 
polyethylene glycols. 
Shaker-top vial of 14 Gm. 


spread 


FURACIN Soluble Dressing 
FURACIN 0.2% dissolved 
in water-soluble, ointment- 
like base of polyethylene 
glycols. 56 Gm. tube; 

141 Gm., 454 Gm. and 

5-Ib. jars. 


FURACIN® 


BRAND OF NITROFURAZONE 


“There has been no evidence that the ointment [ FuRACIN 
Soluble Dressing] retards or prevents epithelization or 
granulation. .. In fact, the wounds appear healthy almost 
at once.”! “This material, with its water-soluble base, 
overcomes the disadvantage of thick, greasy ointment 
dressings which may encourage maceration and infec- 
tion.”? Furacin Soluble Dressing: 
e has a low sensitization rate 
e diminishes foul wound odor within 24 hours 
© does not produce cross-sensitization to antibiotics 
or sulfonamides 
e bactericidal to the majority of pathogens found in 
surface infection 
Use for: severe burns skin grafting cutaneous ulcers 
pyodermas, including impetigo- anal fissures abrasions, 
lacerations (first aid) + postoperatively in infected areas: 
pilonidal disease, osteomyelitis, felon, paronychia, car- 
buncles and abscesses 


REFERENCES: 1. Shipley, E. R., and Dodd, M. C.: Surg. Gyn. Obst. 84:366, 1947. 
2. Weeter, J. C.: The Open Method of Burn Therapy. A motion picture. 


soluble dressing 
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now in cordial-like form 


PEACE MIND 
SYRUP 


‘ 3 


Good tasting, fast-acting. Especially | 
useful in hyperemotive children or in We 
senile anxiety. Each cc. contains 2 mg. 
hydroxyzine. Adult dosage, one or 
two tsp., three times daily. Children, one Wie 
tsp. once or twice daily. In pint bottles. 

| ATARAX tablets, too. In 10 mg. 
(orange) and 25 mg. (green) 

tablets, bottles of 100. 


Chicago 11, Illinois 
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improved 
bowel motility 
and soft 
well formed 


stools 


through specific 


neuroperistaltic action 


Senokot 


TABLETS / GRANULES 


BRAND OF STANDARDIZED CONCENTRATED ACTIVE SENNA POD PRINCIPLES 


IN CONSTIPATION 


EVACUATES AND REHABILITATES 


SENOKOT is the specific large bowel 
neuroperistaltic that achieves con- 
trolled reflex evacuation of the con- 
stipated bowel and rehabilitation of 
the constipated patient. Dosage may 
be reduced and therapy eventually 
discontinued when regular bowel 
function is restored. 


BROAD THERAPEUTIC SCOPE 


SENOKOT is particularly valuable 
for treating constipation in the 
pregnant and postpartum patient, 
in children, and in the aged. 


REPRODUCIBLE EFFECT 


SENOKOT, the new effective com- 
bination of senna pod principles, is 
doubly standardized for potency 
and reproducible effect. 


DOSAGE: Average starting dosage for 
adults is two tablets or one level teaspoonful 
of the granules, preferably at bedtime. Dos- 
age may be increased or decreased to meet 
the patient’s specific needs. 


TABLETS OF SENOKOT: Small and easy 
to swallow, in bottles of 100. 


GRANULES OF SENOKOT: Cocoa-flavored, 
in 8 and 4 ounce containers. 


Senokot Tablets #100 
Sig: 2 tablets at bedtime. 


R, Senokot Granules 8 oz. 


Sig: 1 level teaspoonful at bedtime, either 
plain or in milk. 
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the evidence 
for Senokot 


These scientific reports provide the evidence 
of SENOKOT’s effectiveness and acceptance 
by thorough clinical and laboratory evalua- 
tion. Collectively they constitute one of the 
fastest growing bibliographies in the treat- 
ment of constipation. 


CLINICAL EXPERIENCE 


Chronic and Occasional Constipation —Steig- 
mann, Fi: Fed. Proc. 15 :488 (Mar.) 1956 Abra- 
hams, A.: Brit. Ency. Med. Pract. 2 ed., Interim 
Supplement, London, Butterworth (Mar.) 1954 
a “Old Drugs Brought Up to Date,” M. Press 
232:127 (Aug.) 1954 a Flintan, P,, Weeden, D. D.: 
Lancet 1:497 (Mar. 7) 1958. 


Geriatrics-Glass, G. B. J.: Personal communica- 
tion, 1956 @ Moreton, W.: Personal communica- 
tion, 1954. 


Obstetrics—Stone, M.: “A New Agent for the 
Management of Constipation in Pregnancy” (To 
be published) a Duncan, A. S.: Lancet 1:602 
(Mar. 21) 1953. 


Pediatrics —Litchfield, H. R.: Scientific Exhibit, 
A.M.A., Chicago (June) 1956 a “Any Questions? 
— Prolonged Constipation in Children” Brit. M.J. 
1187-1188 (May 19) 1956 « Braid, F:: M. Press 
231:521 (June) 1954. 


Postoperative Management-Turell, R.: New 
York State J. Med. 56:2245 (July 15) 1956 « 
Turell, R.: Wisconsin M. J. 54:413 (Sept.) 1955 
a Wakeley, C.: M. World 83 :318 (Oct.) 1955. 


PHARMACODYNAMICS 


Horder, Lord: Brit. Ency. Med. Pract., 2 ed., 
Cumulative Supplement, London, Butterworth, 
1955, pp. 79-80 = Abrahams, A.: Practitioner 
170:266 (Mar.) 1953 = Gaddum, J. H.: Pharma- 
cology, 4 ed., London, Oxford, 1953, pp. 249-251 
8 Dispensatory of the United States of America, 
25 ed., Philadelphia, Lippincott, 1955, p. 1229 @ 
Okada, T.: Tohoku J. exper. Med. 38:33 (Mar.) 
1940 a Straub, W, Triendl, E.: Arch. f. Exper. 
Pathol. u. Pharm. 185:1 (Mar.) 1937. 


CHEMISTRY 


Stoll, A., Becker, B., Kussmaul, W.: Helvet. chim. 
Acta 32:1892, 1949 a Stoll, A., Kussmaul, W,, 
Becker, B.: Verhandl. Schweiz. Natf. Gesellsch. 
pp. 235-236, 1941 w Fairbairn, J. W., Saleh, 
M. R.1.: J. Pharm. & Pharmacol. 3:918 (Dec.) 
1951. 


specific large bowel neuroperist 
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ASSAY 


Lou, T.C.: J. Pharm. & Pharmacol. 1 :673 (Oct.) 
19498 Fairbairn, J. W.: J. Pharm. & Pharmacol. 
1 :683 (Oct.) 1949 a Fairbairn, J. W.,, Michaels, I.: 
J. Pharm. & Pharmacol. 2:807-830, 1950 a Ryan, 
H.A.: Pharmaceutical J.113 (Series 4): 115-116, 
(Aug. 18) 1951. 
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| ¢ : 
THE PURDUE FREDERICK IPANY 
‘ 
DEDICATED TO NANO PA’ SIN 
is CHRISTOPHER STREET NEW YORK te : 


Syrup of ‘Antepar’ Citrate 
brand Piperazine Citrate 
100 mg. in each cc. 


* Tablets of ‘Antepar’ Citrate 
brand Piperazine Citrate 
250 and 500 mg., scored 


Pads of directions sheets for 

patients available on request. 
EFFECTIVE 
ANTHELMINTIC 

for PINWORMS 

and ROUNDWORMS 


children like it 


% 


ntep 


J.A.M.A., October 27, 1956 


one week for PINWORMS 


days for ROUNDWORMS 


b ral BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, New York 


It’s the 
OFFICIAL A.M.A. 


Auto Insignia 


Assure yourself of every traffic courtesy by dis- 
playing this official emblem on the front and back 
of your car. It shows the Aesculapian staff, the 
well known green cross and the unmistakable ini- 
tials “M.D.” Each emblem is numbered and regis- 
tered. PRICE, including clamp bracket for use on 
license plate, $3.50 each. Order today! 


(Sold only to A.M.A. members) 
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535 North Dearborn St., Chicago 10, Ill. 


“Either you or my watch has stopped!” 
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confirms and defines its advantages 
in the treatment of HYPERTENSION 


® Rauwiloid represents the balanced, mutually potentiated 
actions! of several Rauwolfia alkaloids, of which reserpine and 
the equally antihypertensive rescinnamine have been isolated. 


® Hence, reserpine is not the total active antihypertensive prin- 
ciple of the rauwolfia plant. 


© Rauwiloid is freed of the undesirable alkaloids of the whole 
rauwolfia root. Recent investigations confirm the desirability 
of Rauwiloid (because of the balanced action of its: contained 
alkaloids) over single alkaloidal preparations; ‘‘. .. mental depres- 
sion...was...less frequent with alseroxylon...’’? 
The dose-response curve of Rauwiloid is flat, 


and its dosage is uncomplicated and easy to 
prescribe...merely two 2mg. tablets at bedtime. 


1. Cronheim, G., and Toekes, I. M.; Comparison of Sedative Properties of Single 
Alkaloids of Rauwolfia and Their Mixtures, Meet. Am. Soc. Pharmacol. & Exper. 
Therap., lowa City, Iowa, Sept. 5, 1955. 

2. Moyer, J. H.; Dennis, E., and Ford, R.: Drug Therapy (Rauwolfia) of Hyperten- 
‘sion. II. A Comparative Study of Different Extracts of Rauwolfia When Each Is Used 
Alone (Orally) for Therapy of Ambulatory Patients with Hypertension, A.M.A. 
Arch. Int. Med. 96:530 (Oct.) 1955. 


Rauwiloid is the original alseroxyion fraction of India-grown 
Rauwolfia serpentina, Benth., a Riker research development. 
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“Contentment,” 


Swifts new smoother meats 


‘ 
VOC 


painted by Norman Rockwell to show baby’s enjoyment of Swift's smoother meats. 


are easy to enjoy...easy to digest! 


@ Babies, we know, accept ‘‘solids’”’ more 
readily if the texture is smooth. 

Swift’s Meats for Babies contain so 
many essential elements that contribute to 
healthy growth. We take particular care to 
make them especially pleasing in texture 
—the way babies like them best. 

We start with fine 100% meats. We strain 
them by a newly developed process that re- 


sults in meats that are the smoothest ever. 

Texture this smooth, and tempting flav- 
ors, too, make it easy to give baby the 
many nutritional benefits of Swift's Meats. 
These meats are so enjoyable they help 
establish sound eating habits early. 

You can recommend all 8 varieties of 
Swift’s Meats for Babies, Egg Yolks and 
Egg Yolks & Bacon with confidence. 


MEATS FOR BABIES 


Swift's most precious product 
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Withdrawal 
Syndromes 


Aicoholism 
Drug addiction 


As an agent to calm the acutely agitated, SPARINE has 
brought decisive relief to many hundreds of patients 
suffering from severe withdrawal symptoms.t SPARINE is 
rapidly effective by intravenous administration; mainte- 
nance is by the oral or intramuscular route. 


In postalcoholic states, SPARINE offers prompt and marked 
remission of delirium tremens, acute hallucinosis, and ¥ 
tremulousness.* 


In drug-addiction withdrawal, it promotes comfort by 
controlling nausea and vomiting and by inducing a view 
of detachment toward muscle and bone pains, abdominal 
cramps, and the general malaise.' 


SPARINE is also effective in the management of acutely 
agitated psychotic patients. It tranquilizes them, making them 
more easily controlled and accessible to psychotherapy.t 


tReferences on request. 


NEW Potent Ataractic Drug 


Promazine Hydrochloride Hydrochloride 
10- (y-dimethylamino-n-propyl) -phenothiazine hydrochloride 
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S.K.F.’s Duentrici-coated tablets make possible— 


high, long-term dosage of ASPIRIN 


without gastric upset sis 


Indicated wherever high doses of aspirin are needed or wherever gastric dis- 
comfort makes therapy with ordinary aspirin tablets impractical—particularly 
in rheumatic disease. 


Available: ‘Ecotrin’ (‘Duentric’-coated) tablets, 5 gr., in bottles of 100. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M., Reg. U.S. Pat. Off. tTrademark 
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after 60 min., 100% 


‘after 10 min., 35% 
after 30 min., 14% iim 
after 60 min., <1% 


Comparison of stability cf penicillin G and penicillin V in acid media. The penicillin saits have been 
subjected to a pH of 1.5 at 36°C. at the stated intervals. Tho percentages shown express the residual potency. 


the penicillin designed specifically 


for oral administration 


V-CILLIN 


(PENICILLIN V, LILLY) 
(PHENOXYMETHYL PENICILLIN) 


*V-Cillin’ is the only penicillin that passes through the stomach without 
significant loss of potency and is rapidly absorbed in the duodenum. Thus, 
‘*V-Cillin’ usually gives you a clinical dependability comparable to that of 
parenteral penicillin. In fact, the literature generally agrees that ‘V-Cillin’ 
can be effectively and safely used in many conditions previously treated 
parenterally. 


DOSAGE: 125 to 250 mg. (200,000 to 400,000 units) t.i.d. 
SUPPLIED: Pulvules—125 and 250 mg. 
Pediatric suspension—125 mg. per 5-cc. teaspoonful 
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EVALUATION OF END-RESULTS OF 


ACUTE ANTERIOR POLIOMYELITIS 


Robert L. Bennett, M.D., Warm Springs, Ga. 


The desired end-result in poliomyelitis is achieved 
when (1) the patient has obtained or regained the 
highest possible degree of safe physical independence 
within the limitations imposed by factors over which 
there is no human control and (2) the patient has 
made an intelligent adjustment to his residual handi- 
cap. The degree to which this dual goal has been 
reached can be evaluated only by the physician who, 
considering all factors that molded the end-result, 
judges without bias. The purpose of this paper is to 
discuss factors that determine the end-results, regard- 
less of treatment, and some of the more important 
criteria by which the effectiveness of treatment may 
be determined. 

We must first decide when we are justified to judge 
end-results. Experience has taught us that poliomye- 
litis actually has no chronic phase, if we speak in 
terms of static functional capacity and reaction to 
stress. Poliomyelitis is forever to those who have sig- 
nificant after-effects, and the deforming possibilities of 
age and activity are with them as long as they live. 
We can only state arbitrarily that an evaluation of 
end-results may be made at any time after the phase 
of rapid recovery has taken place and the patient is 
old enough chronologically, and in duration of illness, 
to have had all necessary treatment. 


Factors Determining Recovery 


No end-results can possibly be graded as good, bad, 
or indifferent, particularly when judging the effective- 
ness of treatment, unless factors that modify recovery, 
regardless of treatment, are also considered. 

Site and Extent of Central Nervous System Involve- 
ment.—Each muscle has what might be called a normal 
complement of anterior horn cells arranged in fairly 
well-defined columns within the anterior horn of the 
spinal cord. Some muscles are innervated by short 
columns of cells extending over little more than one 
segment of the spinal cord. Other muscles may have 
long columns extending over five or even six segments. 
Therefore, a relatively mild destruction of anterior 
horn cells extending over one or two levels of the 
spinal cord might completely denervate muscles with 
limited normal innervation and largely spare those 


* Poliomyelitis does not actually have a chronic 
phase, when considered in terms of static functional 
capacity and reaction to stress. The end-results of 
this disease can be evaluated any time after the 
period of rapid recovery has taken place and the 
patient is old enough chronologically, and in dura- 
tion of illness, to have had all the necessary treat- 
ment. This evaluation, which must be on an indivi- 
dual basis, must include not only the degree of 
physical independence but also the patient’s mental 
adjustment to his residual physical handicap. Evalua- 
tion can only be carried out by the physician who, 
considering all the many factors determining re- 
covery, judges without bias. 


with multiple levels of innervation. While each muscle 
is important in some phase of functional activity, cer- 
tainly it must be admitted that all muscles are not of 
the same importance. Lesions at the cervical level are 
more apt to cause greater loss of functional capacity 
than lesions of a comparable size at thoracic or lumbar 
levels. Therefore, the site and extent of the irreversible 
damage to the certral nervous system must determine 
to a most significant degree the eventual recovery of 
physical activity, regardless of treatment. 
Availability of Adequate Medical Care.—It must be 
accepted that adequate medical care will minimize the 
after-effects of this disease. Adequate care must be 
adequate total care. The finest convalescent care 
cannot overcome the faults of management of care in 
the acute stage nor wholely protect the patient from 
inadequate or faulty care in the chronic stage. Despite 
the most conscientious effort, recovery may be limited 
because of limited personal and community resources. 
Epidemics tax the resources of even the best-prepared 
community, and only minimal facilities are available 
throughout the country for those persons with severe 
involvement. 
Medical Condition of Patient.—If the medical condi- 
tion of the patient prohibits the use of care necessary 
to optimum recovery of his neuromuscular system, 
weaknesses will persist and deformities will develop 
that could otherwise have been prevented. A patient 


Medical Director, Georgia Warm Springs Foundation. 


Read before the Section on Physical Medicine at the 105th Annual Meeting of the American Medical Association, Chicago, June 12, 1956. 
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confined to a respirator simply cannot have all the 
necessary treatment for his skeletal muscular involve- 
ment that would otherwise be possible. At any time 
during the patient's life medical problems entirely 
apart from the after-effects of poliomyelitis might seri- 
ously interfere with his continued recovery or his 
maintenance of muscular strength and skeletal align- 
ment. 

Age of Patient at Onset of Acute Anterior Poliomye- 
litis—From a structural standpoint, the infant that 
develops significant muscular weakness is a far greater 
problem than the adult with comparable weakness. 
Despite the finest treatment, such an infant must de- 
velop certain changes in structural alignment as he 
grows taller and increases in both weight and activity. 
Growing bone demands balanced musculature for its 
alignment, and, regardless of the best supportive 
apparatus available, some degree of deformity must 
result. The infant and youngster cannot be expected 
to appreciate the necessity for restriction of activity 
and the avoidance of abnormal patterns of movement. 


- They therefore tend to develop marked muscle im- 


balance, despite the most conscientious supervision. 
Their response to specific muscle reeducation is lim- 


-ited for the same reason. Psychologically, each age 


has its own problems. The teen-ager is particularly 
difficult to cope with because ot his interest in his 
physical self at this age. His adjustment to this loss 
of physical capacity is extremely difficult. The infant, 
never knowing normal physical capacity, has a some- 
what easier time accepting his limitations. The young 
adult, man or woman, particularly when married and 
just starting out on a career, finds physical handicap 
extremely difficult to accept and is plagued by the 
fear of insecurity and inadequacy. Structural growth, 
financial insecurity, and the loss of sense of personal 
worth may be far greater problems influencing the 
end-results than the actual physical handicap caused 
by muscle weakness alone. 

Personality of Patient, His Family, and His Commu- 
nity.—I think it is only fair to say that, if a patient with 
significant and lasting muscle weakness makes a good 
physical and psychological adjustment to his handicap, 
a great share of the credit must be given to the patient, 
his family, and his community. This statement is not 
meant to detract from the credit due the physician but 
rather to emphasize the importance of the attitude and 
responsibility of the patient and all those about him 
who mold the end-results, from a physical standpoint 
as well as socially, vocationally, and economically. 
Without their complete cooperation, the physician 
alone is incapable of maximum results, regardless of 
his knowledge and skill. This is particularly true of the 
young child who must be kept under the disciplines 
of restricted activity and tedious home routines for 
long years after the period of rapid recovery has taken 
place. It is hard for families to understand that this 
monotonous program is designed simply to keep the 
child growing as straight as possible until structural 
security is assured by mature bone growth or until 
necessary orthopedic surgery can be carried out at 
the proper age. Patients cannot be hospitalized end- 
lessly, nor can the doctor and therapist in an out- 
patient department be responsible for total care. The 
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patient must be returned to his home in a reasonable 
period of time, and he and his family must accept 
most of the responsibility of continued care. 


Criteria for Judging End-Results 


It should be apparent to each of us that we cannot 
judge the effectiveness of treatments by setting forth 
a list of functional activities and arbitrarily deciding 
that a good result means the accomplishment of a 
high percentage of these activities and a poor result 
the accomplishment of but a few. A good result, or a 
poor result, depends entirely on what was done with 
what was left to work with, not in terms of the per- 
centage of normal capacity regained but in terms of 
the maximum response such involvement will allow 
under what might be considered ideal circumstances. 
Many results that might be considered poor when 
compared to the average response might actually be 
excellent if we consider the tremendous odds against 
which these particular patients were fighting. On the 
other hand, results quite acceptable to average pa- 
tients should be considered poor if the patients 
evaluated have had every advantage and have made 
little use of them. 

The success or failure of the care of the after-effects 
of poliomyelitis might well be determined by the 
answer to one basic question: Has the patient, through 
treatment, obtained maximum safe and practical func- 
tional capacity possible within the limits imposed by 
the factors that determine end-results, regardless of 
treatment? This question fairly indicates the objectives 
of treatment and, therefore, the physician’s goal in his 
care of his patient. The degree to which this goal has 
been achieved can be determined only after the con- 
sideration of the following six points by which the 
physician should analyze his results. 

Pattern of Residual Weakness.—The after-effects of 
poliomyelitis show characteristic patterns of residual 
weakness. Good treatment can favorably modify these 
patterns, but only to a moderate degree. Poor treat- 
ment not only exaggerates these patterns but actually 
causes patterns that can be identified as due to faulty 
treatment. This point is not easy to discuss, because we 
are immediately faced with the knowledge that we are 
actually unable to determine the precise damage done 
by the virus and must accept the fact that any dis- 
tribution of anterior horn cells could be involved. Few 
diseases permit us to excuse our mistakes so easily. 
However, long experience with this disease has shown 
us that identical combinations of specific muscular 
weaknesses occur so frequently as to be expected, and 
deviations from these combinations must be viewed 
with suspicion of faulty care. Clinical and pathological 
studies by many investigators have repeatedly shown 
the striking combinations of muscle weaknesses that 
appear to be characteristic of the after-effects of 
poliomyelitis. This was noted as early as 1908 by 
Lovett and Lucas ' and was well discussed in a more 
recent paper in 1955 by Sharrard.’ Actually, little ex- 
perience is necessary to state that, if a bizarre pattern 
exists or if isolated severe muscle weakness is found 
in a bodily segment otherwise not involved, we have 
good reason to believe that the damage was done by 
extrinsic factors of overwork or disuse rather than 
neuron distruction due to virus invasion. Isolated 
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weakness in the serratus and in the triceps surae and 
muscle imbalance in the abdominal muscles occur so 
frequently from these causes that they need no further 
discussion. Other patterns are far more difficult to 
detect and require a great deal of experience on the 
part of the evaluating physician. In many instances 
only repeated observation of the habit patterns of 
movement in individual patients will bring out the 
true reason for faulty recovery. 

Musculoskeletal Deformities.—Except for atrophy 
of muscle, which must follow permanent denervation, 
and retardation of skeletal growth, the cause of which 
is not completely understood, all other deformities of 
the musculoskeletal system are at least theoretically 
preventable by proper care. However, some degree of 
deformity must develop in bodily segments if residual 
weakness exists and necessary activity brings about 
abnormal stress on these bodily segments. Despite 
adequate mobilization, muscle reeducation, graded 
activity, and externally applied supports, some degree 
of structural deformity will take place in the growing 
child and even in the adult if muscle weakness per- 
sists. The physician, however, must accept the re- 
sponsibility of minimizing these deformities. Through 
accepted methods of care the physician must show 
proof that he has anticipated the development of 
significant deformities by evaluating the causes of 
these deformities and doing everything possible to 
prevent their development by properly timed con- 
servative and surgical inethods. Since the existence 
of deformities definitely limits the goal of maximum 
possible functional recovery and the patient’s accept- 
ance of his physical handicap, the evaluation must 
indicate the degree to which the deformities have 
been anticipated and corrected. Because it is impossi- 
ble to prevent or correct all deformity, the evaluation 
must show the extent to which the physician has 
recognized these deformities and made an effort to 
overcome them. The physician who attempts to eval- 
uate these end-results must obviously know the patho- 
genesis of deformity and the accepted methods for 
prevention or correction. 

Apparatus.—The use of various types of orthotic 
devices has now become an accepted part of both 
convalescent and chronic-phase care, Certainly the 
effectiveness of any method of treatment must never 
be evaluated solely in terms of the amount of appara- 
tus used. Great advances have been made in the 
design, weight, and fitting of supportive and assistive 
apparatus, and this apparatus may be essential to the 
achievement of maximum safe and practical func- 
tional capacity and the patient's intelligent acceptance 
of his physical handicap. It is just as great a fault not 
to use an apparatus that is necessary as it is to apply 
an apparatus that should not have been used at all. 

Orthopedic Surgery.—It should be pointed out that 
there is no evidence to show that ideal treatment de- 
creases the number of necessary and effective ortho- 
pedic surgical procedures. Ideal treatment, on the 
other hand, should have eliminated the need for un- 
necessary surgical procedures and, at the same time, 
should have assured maximum results from those pro- 
cedures that were necessary. The effectiveness of any 
form of treatment should never be based on the num- 


ber of orthopedic surgical procedures that were used. 
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Such surgery is frequently necessary to increase func- 
tional capacity and structural security. Like the proper 


use of necessary apparatus, necessary orthopedic sur- 
gery should also be considered a part of good over-all 
care. If orthopedic surgery was done, an end-result 
evaluation must determine whether the surgery was 
really necessary and whether it actually accomplished 
the purpose for which it was intended. Orthopedic 
surgery cannot be expected to cure all the ills of 
muscle weakness, muscle imbalance, and structural 
deformity, but, on the other hand, there must be every 
evidence that surgery was properly timed and the 
procedures used were well thought out and executed. 
Like all other forms of treatment, surgery can cause 
more harm than good if improperly applied. 

Evidence of Specific Functional Training.—The per- 
son with severe involvement cannot achieve effective 
functional capacity without skilled training. The de- 
gree to which he develops both safety and endurance 
for the necessary physical activities must reflect the 
training that he has had. The finest surgical proce- 
dures, or the finest apparatus, can be of little value 
unless the patient is taught how to profit from the 
results of such procedures or apparatus. The patterns 
of physical activity not only must be safe and practical 
but also must be acceptable to both the patient and 
the individuals with whom he must live. Only the 
physician well versed in the possibilities of developing 
functional capacity in the person with severe involve- 
ment can possibly evaluate this component of the 
end-result. 

Attitude of Patient Toward His Handicap.—The 
last, but in many ways the most important, point to 
consider is the patient’s personal reaction to his handi- 
cap. The medical-care program, to be considered 
really adequate, must accept the responsibility of as- 
sisting the patient to make an intelligent adjustment 
to his ultimate handicap. Even minimal physical handi- 
cap requires some degree of adjustment on the part 
of the patient. To adjust adequately, the patient must 
be sure in his own mind that he has all the treatment 
necessary. He must know the full extent of his limita- 
tions; he must be able to interpret his own limitations 
not only in terms of the normal individual but in re- 
lationship to those with more severe and less severe 
physical handicap. The extent to which the patient 
has adjusted vocationally, socially, and recreationally 
nust be the points by which he is judged in this phase 
f the end-result of his disease. 


Summary and Conclusions 


An evaluation of the end-results of poliomyelitis 
must be made on the basis of individual patients. An 
adequate end-result may be said to have been 
achieved when the patient has obtained or regained 
the highest possible degree of safe physical independ- 
ence within the limits imposed by factors over which 
there is no control and, in addition, when the patient 
has made an intelligent adjustment to his residual 
physical handicap. 

Since we are unable to determine precisely the ac- 
tual damage to the nervous system by the invasion of 
the virus and its uncontrollable after-effects, we find 
it easy to excuse our bad results on the grounds of 
unpreventable pathology. 
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The multiple variations of involvement make a list- 
ing of functional achievements a formidable, if not 
impossible, task. If we add to these variations of 
muscular involvement and their skeletal after-effects 
the even greater numbers of variations in patients’ age, 
background, personality, and environment, the listing 
of expected achievement becomes truly impossible. 
The degree to which both the patient himself and his 
medical supervisor have taken advantage of the full 
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possibilities of recovery can be judged only by the 
experienced but unbiased physician after full con- 
sideration of all factors that determine the ultimate 
recovery. 
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PREVENTION OF PSYCHIATRIC ILLNESSES 
Paul V. Lemkau, M.D., New York 


The major successes in the prevention of disease 
have been in dealing with that group in which there 
is one outstanding and overwhelming cause for the 
disease.’ For the most part, these successes have been 
in the prevention of diseases of bacteriological or 
viral origin in which the essential etiological factor is 
an invasion of the body by an external agent. We have 
had much less success with illnesses that arise within 
the body itself, such as arthritis, cancer, diabetes, and 
arteriosclerosis. In these, we probably deal not with 
a single overwhelming cause but with a series of 
causes that must in some way act together to pro- 
duce disease. 

It is true that these two general groups of illnesses 
cannot be entirely separated, and that more and more 
we begin to recognize, under the leadership partic- 
ularly of Dubose,* that even those diseases fundamen- 
tally related to the invasion from the outside depend 
upon the condition of the body invaded. Dubose, by 
means of ingenious experiments, is bringing back into 
focus the common folk ideas that drafts cause colds; 
that, in other words, overexposure predisposes the 
body to external invasion. The relationship between 
recent severe physical activity and the appearance of 
paralysis in poliomyelitis is another case in point. It 
is well recognized, particularly in tuberculosis, that 
psychological stresses in the family, at work, and else- 
where seem frequently to be related to the appearance 
of actual illness.° 

In the mental illnesses, the concept of the single 
important cause of disease is more difficult to apply. 
Indeed, one psychiatrist, Dr. Robert Felix, has made 
the statement—not entirely seriously—that schizo- 
phrenia acts like tuberculosis in which the bacillus is 
absent. He is saying that it is at least possible that 
schizophrenia is a reaction to complicated, difficult, 
stressful life situations; that for this disease it is these 
life situations themselves that are the cause; and that 
no adjunctive bacterium needs to be present to give 
the resulting illness a particular charcter. 

The issues of the prevention of psychiatric illnesses 
are extremely complex. One reason for this complexity 
is that we tend to think of psychiatric illness as a unit, 
instead of considering the multiple and relatively in- 
dependent illnesses that are included in that unit. 
There are some psychiatric illnesses in which the eti- 
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* Epidemiological studies show that prevention, not 
primarily treatment, appears to be the logical long- 
term solution to the mental illnesses. Past investi- 
gations reveal this particular group of diseases 
may fall into three etiological classifications: organic 
brain damage, individual stress, and what might be 
called group stress resulting from cultural patterns. 

The prevention of somatic pathology is fairly well 
understood, especially where there is a single causa- 
tive factor. The detrimental effects of individual 
stress might be obviated through much of our 
present-day knowledge of personality formation. It 
is in the area where social customs seem to be the 
dominating determinant of psychiatric illness, how- 
ever, that new research is needed. 


ology is as clear as it is in the physical diseases 
in which an invader of external origin is of overwhelm- 
ing importance. For these psychiatric illnesses, pre- 
vention is as easy to consider as it is in connection 
with typhoid or pneumonia. There are other illnesses, 
however—and these are the ones that give the greatest 
difficulty—in which there is no single destructive in- 
vasive cause. 

Another problem that makes it difficult to think 
about the prevention of psychiatric illness is the 
extraordinary fluidity of the field. In the last 30 years, 
psychiatry has seen the introduction of many new 
types of treatment. It appears fair to say that research 
and theory have not entirely been able to keep up 
with empirical advances in the field. We have gone 
through a period of innovations in shock therapy using 
insulin, pentylenetetrazol (Metrazol), and electricity; 
yet in none of these has the function of the treatment 
in controlling psychiatric illnesses been completely ex- 
plained. We have seen the introduction of brain sur- 
gery for the relief of psychiatric syndromes, but we 
are still without an adequate and complete explana- 
tion of the effectiveness of these operations in some 
cases. More recently, there has been the introduction 
of drugs such as lysergic acid and its derivatives and 
some of the hormones and hormone-like substances, 
which, under certain circumstances, induce psychotic 
behavior in human beings. In addition, the extremely 
rapid introduction and widespread use of the be- 
havior-regulating drugs, chlorpromazine and the Rau- 
wolfia derivatives, have again produced a therapeutic 
agent the mechanisms of whose action are not clearly 
understood. Certainly the relationship of these drugs 
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to, for example, schizophrenia, is far different from 
the specific relationship of insulin to diabetes mellitus. 
Yet, it is likely that the length of time it has taken to 
understand carbohydrate metabolism and the effec- 
tiveness of insulin in its regulation resembles the 
length of the time it will take for psychiatric study 
ond research to solve the problem of the effect of the 
behavior-regulating drugs on the function of the brain. 

In this year of the 100th anniversary of Freud's 
birth, it is well to recognize also that it has been but 
40 or 50 years since the introduction of his concepts 
of the psychogenesis of the mental illnesses, and that 
there have been, in that time, numerous corrections 
and reformulations of his ideas. It is safe to say at 
the present time that psychiatric research and theory 
have not, by any means, caught up with the numerous 
hypotheses he postulated. In other words, psychiatry 
remains without a completely sound theory of either 
the causation of the psychogenic mental illnesses or 
the effect of empirical treatment. 


Findings of Epidemiological Research 


There is another aspect of rapid change in the psy- 
chiatric field to be accounted for in any discussion of 
the prevention of psychiatric illnesses. This relates to 
the findings of epidemiological research. The problem 
appears in such overwhelming proportions that the 
need for its control has become perhaps the major 
issue in the public health programs of the future. Some 
of these findings are very trite; for example, that half 
of the hospital beds in our nation are occupied by 
patients with psychiatric illnesses, most of them 
chronic. In addition, there are the data concerning the 
prevalence of psychiatric illness not requiring hos- 
pitalization. The two best current studies of this field 
appear to indicate that psychiatric symptoms severe 
enough to require treatment may be present in as 
much as 30% of the population.* Older studies about 
the prevalence of psychiatric complaints in the prac- 
tices of physicians are so well known that their find- 
ings need not be repeated here.” 

Epidemiological studies have, however, gone be- 


| yond merely pointing with alarm to the large number 


of cases existing. There are studies that indicate that 
mental deficiency, epilepsy, cerebral palsy, and certain 
other illnesses are probably directly related to various 
obstetric complications, particularly hypertension of 
pregnancy, eclapsia, and bleeding in the third tri- 
mester.° It appears clear that the prevention of these 
more or less static conditions that are due to inade- 
quate development, or to direct damage to central 
nervous system tissue, can be prevented to a consider- 
able degree if the problems of obstetric care can be 
solved. 

Epidemiological studies have gone further than this 
and have demonstrated that there are certain groups 
in the population that must be the subject of particular 
concentration if mental illnesses are to be prevented. 
It is quite clear that the underprivileged group in the 
population—underprivileged economically and educa- 
tionally, probably nutritionally, and certainly in hous- 
ing opportunities—produces far more of the mental 
illnesses of all kinds than one would expect if these 


§ illnesses were evenly distributed in the total popula- 
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tion.’ This leads to the consideration of cultural factors 
that in some way reduce the threshold for the appear- 
ance of mental illnesses in these underprivileged 
groups. 

Thus, in any approach to the problem of the pre- 
vention of the psychiatric illnesses, it must be recog- 
nized that this group of diseases includes syndromes 
in which there is an overwhelming cause, for example, 
encephalitis or brain trauma; illnesses in which there 
is a nutritional or metabolic disorder, for example, 
macrocytic anemia and, in a sense, also arterioscler- 
osis; and illnesses that are exclusively due to chronic 
reactions to debilitating life circumstances of a per- 
sonal, as well as of a broader cultural, type. 


Opportunities for Prevention 


With present knowledge and the rapid extension of 
theory and laboratory knowledge in this field, what 
are the present opportunities for prevention? The 
easiest group of illnesses to deal with is that due to a 
single cause arising outside the individual. There is 
nothing new in the concept of the prevention of 
paresis by the prevention or early treatment of 
syphilis. If the basic disease, syphilis, is controlled, 
paresis cannot occur. If there is no tuberculosis, there 
can be no tuberculoma of the brain, with a conse- 
quent behavior disorder, nor tuberculous meningitis, 
with residua due to destruction of the brain cortex. If 
there is no traumatic destruction of brain tissue, there 
can be no post-traumatic psychosis. For the most part, 
the prevention of this kind of mental illness does not 
lie in the hands of psychiatrists. It lies directly at the 
door of public health and, with a few notable excep- 
tions, public health has handled this problem well. 

Individual Stress—The psychiatrist, however, is 
deeply concerned with the alleviation of the individual 
and cultural stresses on the person that lower the 
threshold for the appearance of illness. It must be ad- 
mitted that in this area the case rests almost entirely 
at the present time on hypothesis. There is a growing 
literature on experiments in animals showing that 
long-continued severe stress upon the individual will 
cause overgrowth of certain hormone-producing 
glands. These data make more understandable the 
precise mechanisms by which the threshold of re- 
sponse, with disease or symptom-reactions, is lowered 
by long-continued stress. It cannot be said, however, 
that this mechanism is entirely understood at the 
present time and, as has been pointed out already, 
there are undoubtedly many such mechanisms that 
would have to be considered in order to understand 
all of the psychiatric illnesses that can be distin- 
guished, even within this field of psychogenic illnesses. 

The problem of prevention then becomes the avoid- 
ance of stress that is so great that it exceeds the ca- 
pacity of the individual to deal with it and eventually 
lowers his ability to withstand the appearance of psy- 
chiatric illness.* At the level of individual stress, it is 
believed that the best work can be done during the 
period of rapid structuralization of the personality 
that takes place in childhood. The newer experiments 
on the effect of isolation of infants and very young 
children, which indicate that inadequate stimulation 
of innate capacities can lead to the atrophy of these 
capacities, tend to point to the importance of early 
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~ childhood as-an-area-for- preventive work.° Thus, it 
-would-appear that every child,-every infant, ought to 


have a person near to stimulate him to use all of the 
capacities he has available—capacities to move, ca- 
pacities to learn, capacities to react emotionally, ca- 
pacities to love; all these must be exercised lest they 
atrophy and thus become no longer available for later 
development. This avoidance of understimulation, 
both intellectually and emotionally, is not, however, 
confined to early infancy. It can also be shown that 
the elderly who are denied social intercourse and 
stimulation tend to lapse into psychotic disorders more 
often than those living in better and more stimulating 
social circumstances.’® In short-term experiments, it 
can be shown that healthy young adults, if drastically 
denied any outside stimulation, will quickly react with 
psychiatric symptoms such as hallucinations and de- 
lusions."' 

There appear to be many opportunities for the pre- 
vention of unnecessary stress on the individual in the 
parent-child relationship. The study of child develop- 
ment shows that certain types of behavior are normal 
in children but are also considered bothersome, un- 
healthy, and embarrassing by many in our culture. 
For example, many mothers are excruciatingly em- 
barrassed when their children of 3 throw temper tan- 
trums at a supermarket, and yet it can be safely pre- 
dicted that 80% of healthy children in most United 
States environments will throw temper tantrums. In 
such a circumstance, the acute embarrassment seems 
rather futile and might well be replaced with an un- 
derstanding that during the period of negativism chil- 
dren do have temper tantrums, and that this is a step 
in the development of mature emotional reactions. In 
our culture, particularly in middle-class culture, it is 
well known that a high percentage of children be- 
tween the ages of 2 and 5 will show a great deal of 
food refusal. Yet there are many mothers and fathers 
who go through the tortures of the damned tryinz to 
get their children to eat food in the amounts they 
think are necessary during this period. When a reac- 
tion such as food refusal is common, it would appear 
useless to expend so much anxiety about it. Some 
knowledge on the parents’ part not only of the fact 
that food refusal is all but universal in children during 
this period but also of the fact that there is probably 
reduced need for food during this period of slow 
growth would certainly prevent a great deal of un- 
necessary anxiety, irritation, and anger. 

In adolescence, there is the accelerated maturation 
of the female as compared to the male, so that the 
13-year-old or 14-year-old female seeks her com- 
panionship from 16-year-old or 17-year-old males. 
Many parents worry because they fear their daughters 
are going to be exploited sexually by these “older 
men,” whereas the girl is actually seeking companion- 
ship with people of her own developmental rather 
than her chronological age. Many junior high schools 
and high schools are deeply concerned by this prob- 
lem, which includes such questions as, for example, 
who shall be invited to school dances, since the taller 
girls will not dance with the shorter boys of their own 
age. Such problems interfere with a mutually appre- 
ciative relationship between parent and child and 
generally represent useless anxiety based on ignor- 
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ance of child development, anxiety that knowledge 


car relieve. To be sure; knowledge itself is frequently 


ineffective; it must be transmitted in a setting that 
allows attitudes to mature and change at the same 
time that the knowledge is being given. 

Cultural Stress—In our culture many adults face 
common problems that are also more than necessarily 
stressful in the absence of knowledge. For example, 
most women face childbirth with great stress. Yet it 
is well recognized that the stress of childbirth is much 
less if the process is understood and prepared for than 
if the experience comes with no understanding. Al- 
though it cannot thus far be statistically demonstrated, 
it is believed that proper preparation for. marriage 
tends to reduce postmarital adjustment problems. It 
has been shown that relatively brief and unsophisti- 
cated discussion of such problems as fear, reaction to 
authority, and homesickness can reduce the incidence 
of psychiatric illnesses and behavior disorders in in- 
ductees entering military service. It has not yet been 
demonstrated but it is widely believed that prepara- 
tion for retirement, and anticipation and preparation 
for the use of leisure time coming after retirement, 
might well prevent the excessive rates of suicides in 
older men and, perhaps, also the appearance of senile 
psychosis in people whose retirement has left them 
with a vacuum in their lives.* 

The psychiatrist is in a difficult position when he 
addresses himself to the findings of epidemiology that 
indicate the high concentration of illnesses in the un- 
derprivileged social classes. Here one rapidly ap- 
proaches the problems of welfare, housing, and public 
recreation, which are so heavily loaded politically that 
the physician hesitates to take a stand. The full impli- 
cations of the World Health Organization definition 
of health have not yet been worked out. This state- 
ment defines health not only as the absence of disease 
but as physical, mental, and social well-being. In gen- 
eral, medicine is not yet prepared, theoretically or 
empirically, to deal with these broad, economically 
tinged problems of social health, nor can one foresee 
what developments will come as this far-seeing defini- 
tion begins to affect medical practices more and more. 
There are certainly germs of ideas for the prevention 
of psychiatric illnesses coming from these studies. It 
remains extremely difficult as we presently see 
“through a glass, darkly” the means of bringing these 
germs into flowering programs for the prevention of 
illness. 

There is, however, one cultural fact that must in- 
deed give pause. This is the recurring finding that 
half of the medical and welfare services available to 
all the community are expended upon a relatively 
small segment of the population, the now famous 
“6%.” ** The whole concept of the clustering of dis- 
eases of all kinds—psychiatric, physical, and social—in 
a relatively small group of the population must be 
considered, for, if some rehabilitation program could 
be made to succeed for this 6% of the population, we 
could, in all likelihood, prevent 50% of our social, 
psychiatric, and physical illnesses. The methods of do- 
ing this have not yet been formulated, but they repre- 
sent one of the most inviting areas for research. 
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Summary 

In considering the prevention of psychiatric ill- 
nesses, it must constantly be kept in mind that we are 
not dealing with a single scheme of prevention but 
rather with a multitude of illnesses, many of which 
have specific preventions applicable to them alone. I 
refer primarily to the mental illnesses secondary to the 
destruction of central nervous system tissue. On the 
other hand, there is a large group of psychiatric ill- 
nesses that appear to be related to chronic, severe 
stresses—individual stresses or cultural stresses. It may 
be possible to reduce individual stresses through edu- 
cation and changing attitudes, particularly in the area 
of child-parent relationships. There is an approach, 
not yet fully understood, for the prevention of psy- 
chiatric illnesses through the relief of broad cultural 
stresses playing upon large groups of individuals. 

Presently, we are able to work quite exactly in the 
prevention of brain damage. The relationship between 
cause and effect is clear and predictable. In the area 
of the prevention of excessive stress upon the indi- 
vidual, the data are much less exact and the multiple 
factors have as yet defied final and clear-cut predicta- 
bility from hypothesized cause to realized illness. It 
is these two areas, however, where most effective work 
with present knowledge can be done. We must ad- 
dress ourselves to the future for methods that can be 
effective in dealing with the third area, the relief of 
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stress playing upon particular groups within the cul- 
ture—the stresses themselves having their origin, to 
some extent at least, within the practices of the cul- 
ture. 


93 Worth St. (13). 
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EMOTIONAL FACTORS IN GASTROINTESTINAL DISORDERS 


Lowell D. Snorf, M.D., Evanston, II. 


I have chosen this opportunity to reemphasize the 
emotional factors in gastrointestinal disorders. This 
is not a new subject, nor is it a recent concept. Al- 
though little evidence can be found in communications 
prior to this century, it has been well presented in 
many writings, usually by psychiatrists or strongly 
oriented psychosomatic internists. We who are inter- 
ested in internal medicine, and especially those of us 
whose interests lean toward the field of gastrointestinal 
disease, are grateful to the psychiatrists for their con- 
tinuous emphasis on the great role that the psyche 
plays in gastrointestinal disorders. We are often con- 
fused by the arguments among the psychiatrists as 
to the modus operandi of the psychogenesis of these 
many disorders and disturbed by the dogmatism with 
which their pronouncements are made. 

Such criticisms as inadequate research documenta- 
tion, or improper controls, leveled at the psychiatrist 
or the psychosomatist are also applicable to the in- 
ternist. Indeed, the gastroenterologist has been much 
too slow to appreciate the common association and 
interrelation of the personality and these disorders. 
Physiological research has been dominated by the 
morbid anatomy concept and not sufficiently integrated 
with personality and social studies. The most fruitful 


Chairman’s address, read before the Section on Gastroenterology and 
Proctology at the 105th Annual Meeting of the American Medical Associ- 
ation, Chicago, June 13, 1956. 


¢ Not only functional disorders but also gross organ- 
ic lesions in the gastrointestinal tract can be caused 
by emotional stimuli. The functional disorders include 
nervous vomiting, anorexia nervosa, nervous diar- 
rhea, constipation, and irritable colon. The disturb- 
ances of function may lead to the organic lesions, of 
which good examples are peptic ulcer and chronic 
ulcerative colitis. A case of the latter is described to 
exemplify the striking improvement that sometimes 
follows removal of the patient from a difficult en- 
vironment. Such problem cases require study and 
treatment of the total organism and may necessitate 
consultation between social service department, psy- 
chiatrist, and internist. 


investigations have been carried out within the last 25 
years by students in the fields of physiology, internal 
medicine, and psychiatry. 

These specialists have pooled their studies and theo- 
retical concepts to clarify the relationships of emotional 
influences to visceral activities. Therefore, it would be 
presumptuous and beyond the scope of this paper to 
attempt an explanation of various clinical manifesta- 
tions in which the clinician observes the relationship 
and strong influence of the psyche on physiological 
function. All illness must be considered a problem of 
disturbance of the psyche and soma, the relative in- 
fluence depending on the dominance of one over the 
other. 
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The purpose of this discussion is to reemphasize, by 
way of experience and example, the influence of emo- 
tion on the physiological functions of the patient in 
both health and illness. A trite statement—the abdomen 
is the sounding board of the emotions—is indeed 
apropos to our interest. In spite of our general knowl- 
edge of this relationship, and its common acceptance, 
it is surprising how little serious attention is given to 
this concept in the management of gastrointestinal dis- 
orders. No day passes in the activities of an office or 
hospital practice where problems of a physical nature 
can be adequately solved without proper evaluation 
of the psychic impact. 

Emotion is commonly referred to in designating 
ways of feeling and patterns of action. As stated by 
others, it is a descriptive word representing three 
aspects: a subjective experience, a type of neurophysi- 
ological reaction, and a mode of behavior. The influ- 
ence of the psyche on physiological behavior has long 
been recognized but poorly understood. Indeed, most 
of our concepts today are so closely related to pure 
speculation that it seems quite improper to take issue 
with any of them at this level of discussion. We need 
not argue the presence of psychic factors in illness. 
Experience and thoughtful observation prove this re- 
lationship beyond a doubt. For purposes of discussion, 
and as a general thesis of an internist, as expressed by 
Kubie, “psychological forces and somatic manifesta- 
tions may have their roots in the same unconscious proc- 
esses which discharge on the level of the psychic repre- 
sentation through thoughts and feeling, and partly on 
the physiological level through the autonomic nervous 
system.” 

Diagnosis and treatment depend much more on his- 
tory than on other procedures. Careful laboratory 
studies should be made, to include x-rays, blood 
studies, stool research, and various metabolic evalua- 
tions, so that whatever of organic nature is wrong may 
be rectified. However, even in the hands of those 
skilled in these disorders, a personality study may 
reveal frank irregularities, yet not prove or substanti- 
ate them to be primary causes of gastrointestinal 
trouble. 

It is quite impossible to explain adequately the 
causes of the various disorders of the gastrointestinal 
tract, in spite of our strong conviction that certain 
emotional instabilities are frequently present. At pres- 
ent, there are inadequate controls to justify the firm 
conclusions pronounced by the psychoanalysts; how- 
ever, until such time as controlled research gives ac- 
ceptable explanations, we, as internists, must go along, 
conscious of the emotional impact on the total organ- 
ism. We must investigate hereditary predisposition, 
emotional immaturity, repeated psychic trauma, fa- 
tigue, frustrations, and fears. It behooves us to record 
a psychiatric evaluation, even if superficial, in all 
gastrointestinal disorders. I find it difficult to identify 
peptic ulcer or chronic ulcerative colitis personalities, 
yet I would not belittle an attempt to group certain 
characteristics that, in general, would be suggestive 
of them. What seems of particular importance is the 
recognition of certain methodology in dealing with 
the specific lesions and recognizing the influence of 
these characteristics on their causes and treatment. 
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I recall that I first found more adequate explana- 
tions for these previously inexplicable manifestations, 
explanations that emphasized the need for relating 
organic and functional disorders, in the works of Dé- 
jerine and Gauckler, who represented the thinking 
of the French school of early 1900 and, although lack- 
ing the present-day dynamic approach, provided much 
food for thought. I refer to their interesting presenta- 
tion on the subject of emotion in gastrointestinal dis- 
turbances, because it is one of the early attempts to 
integrate functional disturbances with a primary or- 
ganic disease or somatic dysfunction. Slowly this gen- 
eral understanding has become acceptable and _ is 
finding its way in the practice of psychosomatic medi- 
cine. The revived interest in psychological factors in 
medical disease is wholesome progress. That a func- 
tional disturbance of the stomach or intestine may in 
time lead to organic disease is a concept that is gen- 
erally supported in observation and theory. Alexander 
says, “Anxiety sets in motion different psychological 
chains, the nature of which is one of the factors de- 
termining the type of physiological response that will 
ensue. Anxiety is not a specific factor in man, but he 


. handles it in a manner characteristic of him.” 


Peptic Ulcer 


Peptic ulcer is an organic disorder exhibiting a close 
relationship to the emotions. It is a lesion that may 
occur at almost any age in life. It is commonly found 
in persons between 15 and 30 years of age, coincident 
with a time of great instability, a need for understand- 
ing and adjustment, when the individual is especially 
responsive to the undercurrents of stress situations. 
The importance of psychogenic factors in the etiology 
of ulcer must he commonly emphasized. Prolonged 
frustrations, which cannot be adequately resolved, are 
present frequently in patients with recurrent peptic 
ulcer. 

Physicians are well aware of the inception and ex- 
acerbation of ulcer symptoms under stress and fatigue. 
Increased incidence of acute perforation of peptic 
ulcer and massive gastric hemorrhage, as recorded by 
the British during the blitz of World War IL, is a well- 
documented observation. Patients become increasingly 
conscious, after repeated experiences, that trouble w:th 
ulcers begins after bouts of worry or tension rather 
than after intemperate food indulgence. This would 
seem to justify the adage that it is not what you eat 
that causes the ulcer but what is eating you. 

Cannon, Pavlov, Carlson, and others were among the 
first to demonstrate the production of gastric juice of 
high acid and peptic values through nervous-system 
stimulation. Minsky, and later Gray, have demonstrated 
the relationship between varying stresses and uropepsin 
formation and gastric secretion. The measure of gastric 
activity in this fashion gives more credence to a theory 
of relating stress and strain and psychic tensions to 
physiological manifestations. Wolff and Wolf, with 
their well-documented evidence, have proved a close 
relationship between functional disturbances and or- 
ganic disease and between intense emotional stress 
and disturbed physiological function. Thus we may 
accept the proposition that stress from anxiety plays 
a causal role in the etiology of peptic ulcer. Whether 
we agree with Draper that “persistent fear and anxiety 
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reaction is the primary emotional reaction” or that the 
subconscious neurotic conflicts are primary is not 
pertinent to this discussion. Somehow, an emotional 
conflict can almost invariably be found as a common 
denominator. 

Individual information must be sought for the over- 
all management of peptic ulcer. This need not be done 
by a psychiatrist, but by the internist who is willing 
to give adequate time. The psychosomatist can be 
more effective in a certain restricted group of patients, 
but, in the large percentage, the physician who has 
the patient’s confidence and the interest to inquire 
will most likely succeed in securing information that 
adequately influences the therapy. Confidence, estab- 
lished at this level and area of management, is an in- 
valuable asset. 


Hematemesis and Intractable Ulcers 


In other papers I have emphasized the influence of 
disturbed emotions on acute or recurrent hematemesis 
and intractable ulcers. When orthodox management 
incorporates an evaluation of the personality and stress 
situations of the patient with an ulcer, hemorrhages 
will be less, the intractable ulcer will occur less often, 
and surgical indications will cease to be dogmatically 
stated as “over a certain age, and having had so many 
hemorrhages.” Chronic anxiety may precipitate sudden 
hemorrhage, and panic and fear have killed many a 
patient while under observation and treatment for 
massive hemorrhage. Why harass an exhausted patient 
in shock by having an inexperienced nurse take a 
blood pressure every hour? Has anyone instructed the 
nurse in taking and interpreting a pulse and in offering 
sound and positive reassurance to the patient? It is 
understandable that all customary procedures have 
their place, but to overlook one of the most important 
techniques—the proper psychological approach—is in- 
excusable. 

Ulcer management includes proper diet, supple- 
mental vitamins, neutralizing medication, and psycho- 
logical evaluation. To my mind, it would be quite as 
improper to consider only the stress situations in the 
patient with ulcers as it would be to confine treatment 
to diet and antacids. The uncomplicated, relatively 
acute ulcer may well respond to a fishing trip, but the 
one complicated with recurrent hemorrhage or moder- 
ate obstruction with associated night secretion requires 
the full therapeutic management. A patient must not 
only learn to live with the ulcer but, of equal im- 
portance, how to live with it. To live with the ulcer 
implies an understanding of the psychic impact, and 
failure to anticipate a recurrence necessitates a for- 
mula of diet and medicine. Phenobarbital, sodium 
bromide, and the newer tranquilizing drugs help to 
control the states of tension that the physician has 
difficulty in combating. These may be the only means 
of controlling excessive secretion when the patient is 
in a highly emotional state. 


Chronic Ulcerative Colitis 


Chronic ulcerative colitis is another serious disorder 
in which the psychiatric component in the etiology is 
preponderant. Some years ago I was asked to see a 
16-year-old boy with bloody diarrhea. Proctosigmoi- 
doscopy revealed the characteristic friability of the 
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rectal mucosa, with the minute multiple hemorrhages 
of chronic ulcerative colitis. The usual supportive 
measures had been instituted, including numerous 
transfusions. For the next six weeks there was gradual 
deterioration, associated anorexia, weight loss, anemia, 
and pyoderma. Innumerable bloody, watery stools 
were passed daily. The temperature ranged between 
101 and 104 F (33.9 and 40 C), and dehydration 
became marked. Surgical and psychiatric consultation 
indicated divergent views. The family would not ac- 
cept surgery but was willing to try psychotherapy. 
Fourteen days of local sanatorium supervision resulted 
in dramatic improvement. The temperature dropped 
to normal, the stools were reduced from 20 to 2 a day, 
and the patient began calling for food. His convales- 
cence ran a remarkably smooth course. Hostility and 
a mother complex were finally clarified. This patient 
is now 34 years old, a father of two children, a gradu- 
ate in dentistry, and a teacher in his specialty. He has 
occasional exacerbations, at which times the intestine 
is excessively active and the rectal mucosa is friable, 
returning to a fairly normal state after consultation 
but without specific medication. It has been my ex- 
perience that therapy directed toward understanding 
the personal problems, rather than symptoms of the 
colon, will return the greatest success. 

The patient I have referred to was managed prior to 
antibiotics and at a time when there were few sul- 
fonamides. Today these drugs are effective in control- 
ling complications. Cortisone and other steroids are 
used to advantage, particularly in the acute states. 
These supportive measures are important, but for 
management and guidance, in the long run, a famili- 
arity with the patient's situational reactions is essential. 


Functional Disorders 


There are a number of disorders, classed as func- 
tional, that alarm the patient, confuse the physician, 
and, when not correctly managed, result in serious 
gastrointestinal invalidism. Among the more common 
may be mentioned nervous vomiting, anorexia nervosa, 
nervous diarrhea, constipation, and irritable colon. 
Difficulty in swallowing and unwillingness to eat in 
young and old patients are frequently observed. Nerv- 
ous diarrhea, mucous colitis, spastic colitis, and irri- 
table colon are different manifestations of the same 
basic condition. Family jealousy, parental domination, 
marital conflicts, family insecurity, fears, and frustra- 
tions are commonly associated with these abnormal 
disturbances. 

If organic changes are absent, then the emotional 
component is the chief etiological factor. Almy has 
correlated constipation with defensiveness, hostility, 
courage, and adequacy and diarrhea with dependency, 
self-reproach, and fear. The stress of having desires 
frustrated acts on autonomic centers, resulting in dis- 
turbances in motility and secretions. 


Comment 


From the above discussions, might we not assume 
that consultation between social service department, 
psychiatrist, and internist should be practiced when- 
ever these difficult problem cases appear? With that 
attitude in mind, the same philosophy may be ex- 
pected to dominate the understanding and care of all 
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patients. Briefly then, the examples and references 
noted above merely serve to emphasize the psycho- 
genesis of gastrointestinal disease. The many classifi- 
cations of disorders in this system will become un- 
necessary when there is a fuller appreciation of the 
constant interrelationship between psychological stress 
and physical manifestation. Intelligent management 
considers the human organism as an integrated unit 
where psychological stress and social maladjustments 
are given as much consideration as specific therapy 
to the end-organs. 


J.A.M.A., October 27, 1956 


Conclusions 


Emotional stimuli may ultimately lead to a visual- 
ized organic lesion such as peptic ulcer or to dysfunc- 
tion resulting in spasm or uncoordinated peristalsis in 
the intestine. The facets of psychological origin must 
be sought for and properly evaluated in treatment. In 
the field of gastroenterology the greatest success is 
obtained by study and treatment of the total organism. 


636 Church St. 


TO SOCIALIZED MEDICINE 


AND SOCIALISM BY WAY 


OF THE VETERANS ADMINISTRATION 
Louis M. Orr, M.D., Orlando, Fla. 


Those of us concerned over the trend toward so- 
cialism in this country, and actively interested in 
stopping the spread of government control over the 
nation’s medical services, have learned in recent years 
that we must be on guard against a wide variety of 
dangers. Some of them are obvious, outright threats, 
bearing all the earmarks of socialistic thinking. Others, 
which are more subtle and insidious, require careful 
study of their future effects and implications. To put 
it in military terms, we have learned that we must be 
vigilant not only against frontal assaults but also 
against flank attacks and infiltration tactics. 

An outstanding example of the frontal assault was 
the attempt in 1949 to push through the Truman- 
Ewing plan for a system of national compulsory health 
insurance. The medical profession launched a vigorous 
campaign against that proposal, took the facts to the 
people, and mobilized effective, articulate support 
from an overwhelming majority of the American citi- 
zens. Since the failure of the big frontal assault, there 
have been many examples of the flank attack. These 
are found in the countless so-called fringe measures 
that, in effect, would intrude the federal government 
into medical education, voluntary health insurance, 
medical care for the dependents of military personnel, 
construction of private medical facilities, and a wide 
range of cther medical activities, all of which should 
be left with the states, local communities, and private 
groups of individuals. These “fringe” proposals, by 
extending federal control a bit here and a bit there, 
add up to a tremendous step toward socialization. 

It is not enough to be on guard only against new 
proposals, whether they be obvious or subtle, which 
would move us in the direction of socialized medicine. 
There is still another kind of danger that we might 
call a sort of mental or philosophical subversion of 
good intentions. This danger arises when a familiar 
homegrown American program suddenly takes on a 
new meaning, a new and dangerous significance. We 
look about us and realize that right here in our own 
back yard, without any prodding from planners and 
socializers, we have allowed politicians to create a 
Trojan horse of ominous dimensions. The best example 
of this type of danger is the hospital and medical care 


Read before the annual meeting of the Louisiana State Medical Associa- 
tion, April, 1956. 


* The medical program of the Veterans Adminstration 
shows a steady development from 1917, when the 
first purely medical benefits for veterans were author- 
ized and limited to veterans with service-connected 
disabilities, to 1956, when the 170 VA hospitals have 
more than 123,000 constructed beds and more than 
114,000 operating beds as compared with 37,570 
patienis with service-connected conditions and al- 
most 66,000 with non-service-connected conditions. 
The course of this wasteful development must lead 
either to an inequitable situation in which one-third 
of the adult citizens are, while two-thirds are not, 
entitled to free hospitalizat'on, or else to government 
hospital and medical care for the entire population. 
The unfair discrimination that now operates could be 
obviated by developing the present plan consistenly 
to its abhorrent conclusion, namely, complete govern- 
ment control over all personnel and services, with 
tax-paid, politically controlled medicine for every- 
body. The reasonable alternative is to reverse this 
trend as regards the VA program and to protect and 
improve our private system of health care for all 
people. 


program of the Veterans Administration. This program, 
with the passage of time and changing conditions in 
America, has been allowed to drift far from its original 
humanitarian purpose. Today, because we as a nation 
have failed to keep a tight rein on the legislative phi- 
losophy behind that program, it now constitutes the 
biggest single mechanism that could nudge us toward 
government-controlled, tax-paid medical care for the 
entire population. To illustrate my point, I should like 
to quote two brief paragraphs from the 1955 report 
of the Hoover commission’s task force on federal medi- 
cal services. The task force said in its preface: 


If only because of their increasing number, variety and mag- 
nitude, the medical services maintained by the Federal Govern- 
ment call for appraisal of their organization. But the case for 
critical review is cogent for another reason. Whatever inclines 
any one Federal medical service to diverge from all others pro- 
vides thereby a reason for review lest it become first a law unto 
itself and later beyond any control. The circumstances that favor 
differences and divergences are many. 
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These Federal medical services have come into being at 
different times during the past 150 years: Thus each has its own 
history and tradition. They have had different rates of expansion. 
They have all changed and are still changing, in both reputed 
and real significance. They have different motives and serve 
different main purposes. 


More than any other federal medical agency, the 
VA hospital and medical program has become “a law 
unto itself,” a sort of sacred preserve that some people 
seem to feel should not even be examined or question- 
ed by the American taxpayers who pay the bill. 
More than any other similar program, it already has 
gone beyond reasonable control. More than any other, 
it has changed radically “in both reputed and real 
significance.” Therefore, let us look at the history and 
growth of the VA program, to see how all this has 
come about, to appraise the present, and to predict the 
future. The situation has reached the point where the 
American people must make a national policy decision 
affecting not only veterans but the entire population, 
present and future. 


Expansion of Original Program 


To begin with, it should be emphasized that the 
original motive of the veterans’ medical care program 
was the desire to provide care for any veteran who 
had become disabled in the course of service to his 
country. That was, and still is, a sound, humanitarian 
purpose and a legitimate obligation of the federal 
government. Over the past 33 years, however, as a 
result of politically motivated acts of Congress, the 
program has been expanding primarily to provide care 
for a veteran with a disability that occurred after his 
discharge from military service and that has no re- 
lation to military duty. Emphasis has shifted from the 
care of service-connected conditions to the care of 
disabilities that do not originate in military service. 

Contrary to some statements and claims, there is no 
historical precedent or American tradition justifying 
such a governmental program. The first purely medi- 
cal benefits for veterans were authorized by the Con- 
gress in 1917 in an amendment to the War Risk In- 
surance Act. The medical services and supplies 
provided by that legislation were limited to veterans 
with service-connected disabilities. The Veterans Bu- 
reau, superseded by the Veterans Administration in 
1930, was created by an act of Congress in 1921, and 
the following year the new agency took over a num- 
ber of U. S. Public Health Service hospitals that had 
been caring for veteran patients. 

The first authorization for the care of any kind of 
non-service-connected cases came in 1923. It occurred 
then because a reduction in the load of patients with 
service-connected conditions had made some beds 
available. As a result, the Congress authorized hospital 
care for certain veterans of the Spanish-American War, 
the Philippine Insurrection, and the Boxer Rebellion. 
The veterans involved were those with neuropsychiatric 
or tubercular diseases, whether service-connected or 
not. Although this legislation affected a comparatively 
small number of veterans, it nevertheless soon required 
the construction of additional hospital facilities. Since 
then the ball has been rolling steadily, nudged along 
by vote-conscious politicians. The door’s were opened 
much wider with the passage of the World War Vet- 
erans Act in 1924. This legislation restated the hospi- 
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talization provisions of the amended War Risk In- 
surance Act of 1917. It also provided liberalized 
hospital privileges, whenever existing government fa- 
cilities were available, to a veteran of any war, 
military occupation, or expedition since 1897, regard- 
less of the nature or origin of his disability. By 1926, 
17% of all patients in veterans’ hospitals were receiv- 
ing treatment for diseases or injuries not related to 
military service. 

The doors of the veterans’ hospitals were swung 
completely open by the act of July 2, 1926, which 
eliminated the 1897 date and extended the benefits 
of the World War Veterans Act to the veterans of any 
war, military occupation, or expedition. This amend- 
ment qualified approximately 5 million veterans for 
lifetime medical care at public expense. The result 
was a huge influx of veterans into government institu- 
tions and a further acceleration in the construction of 
hospital facilities not needed for persons with service- 
connected cases. By 1928, non-service-connected cases 
were accounting for 49% of the admissions to veterans 
hospitals, and by 1931, that figure was up to 71%. In 
1933 Congress passed a law known as the Economy 
Act of 1933 that repealed all previous public laws 
granting hospital or medical treatment or domiciliary 
care to veterans who served in or after the Spanish- 
American War. This law and its subsequent amend- 
ments provide the basic legislative authority for the 
current medical program of the Veterans Administra- 
tion. The most important amendment, relative to non- 
service-connected disabilities, came in Public Law 
141 of 1934, which provided: 

Any veteran of any war who was not dishonorably discharged, 
suffering from disability, disease or defect, who is in need of 
hospitalization or domiciliary care, and is unable to defray the 
necessary expenses therefor (including transportation to and 
from the Veterans Administration facility) shall be furnished 
necessary hospitalization or domiciliary care (including trans- 
portation) in any Veterans Administration facility, within the 
limitations existing in such facilities, irrespective of whether the 
disability, disease or defect was due to service. The statement 
under oath of the applicant on such form as may be prescribed 
by the Administrator of Veterans’ Affairs shall be accepted as 
sufficient evidence of inability to defray necessary expenses. 

By 1944, veterans’ hospital construction had cost 
218 million dollars since World War I, and 80% of all 
admissions during that time had been for treatment of 
non-service-connected disabilities. In that same year, 
Gen. Frank T. Hines, then administrator of veterans’ 
affairs, pointed out: “The right of war veterans to hos- 
pital treatment for non-service-connected disabilities 
was initially founded upon the theory that there would 
be a certain number of vacancies in hospitals acquired 
and maintained for care and treatment of those having 
a service-connected injury or disease, and such right 
has always been conditioned upon available facilities.” 

For more than 30 years, even in the period imredi- 
ately after World War II, the VA hospitals have had 
more than enough beds to care for all persons with 
service-connected conditions. Nevertheless—and de- 
spite the legislative limitation concerning available fa- 
cilities—the VA hospital system has been continually 
expanded. What has happened, of course, is simply a 
constant increase in the number of extra facilities 
available for non-service-connected cases. This, in ef- 
fect, distorts the real intent of the basic legislation, not 
to mention the original purpose of the whole program. 
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At this point I should like to emphasize four salient 
facts to help bring this whole problem into better 
perspective and sharper focus: first, the legislation 
governing the present VA hospital and medical care 
program was enacted 22 years ago, when we had less 
than one-fourth as many veterans as we have today. 
Second, we now have more than 22 million veterans, 
living and aging at a time when the nation has been 
seriously infiltrated by the ideas of the welfare state, 
and by the philosophy of “let Uncle Sam do it.” Third, 
no legal, binding, ironclad limit has ever been placed 
on the extent of existing VA facilities, or on the amount 
of money that Congress can appropriate to build new 
facilities. And fourth, the facts and philosophy be- 
hind the VA program have never been brought clearly 
to the attention of the American people, who have 
never given a mandate for the type of operation that 
has developed. 


Cost and Size of VA Program 


What has developed? What is the present size and 
cost of the VA program? This is a problem in which 
the truth is found in the black and white figures of 
reports and surveys, so let us look at some of the 
major facts that emerge from the mass of statistics. In 
1936 the VA hospitals had just under 45,000 operating 
beds. That was already 2,400 more beds than were 
needed for all persons with service-connected cases in 
these hospitals on Nov. 30, 1954, 18 years later. At the 
end of the 1940 fiscal year—and that, mind you, was 
almost a year and a half before Pearl Harbor—the VA 
was up to almost 59,000 operating beds, an increase of 
14,000 over 1936. The increase alone was greater than 
the number of patients with non-service-connected 
conditions in the hospitals at that time. By the end 
of the 1950 fiscal year, there were more than 106,000 
operating beds, but less than 35,000 patients with 
service-connected conditions. By the end of the 1954 
fiscal year, according to the recent Hoover commission 
report, the VA had 170 hospitals, not including con- 
tract hospitals, with more than 123,000 constructed 
beds and more than 114,000 operating beds. They had 
at the same time only 37,570 patients with service- 
connected conditions and almost 66,000 with non- 
service-connected conditions. 

You will note that in less than 20 years there has 
been an increase of almost 70,000 operating beds that 
are not needed for patients with service-connected 
conditions and are used only for those with non- 
service-connected conditions. The VA program, as 
presently authorized, is scheduled to reach 174 hospi- 
tals with about 126,800 beds, at which point it is 
supposed to “stabilize.” This myth of “stabilization,” 
of course, is the same old story that has been handed 
out for the past 20 or 30 years by politicians who, in 
practically the next breath, start asking for more VA 
hospitals, more beds, and bigger appropriations. 

The number of VA hospitals, beds, and patients in 
those beds on a given day tells only part of the story. 
The one-day-census method, which the VA prefers 
and which puts the VA program in the best possible 
light, proves in itself that the care of persons with non- 
service-connected disabilities has become the pre- 
dominant part of the program. However, when we look 


J.A.M.A., October 27, 1956 


at the admissions and discharges in VA hospitals in a 
whole year’s time, we get an even clearer picture -of - 
what has happened. For example, during the 1934 
fiscal year fewer than 64,000 veterans were admitted 
to VA hospitals and homes. In the 1951 fiscal year the 
VA treated and discharged over half a million veter- 
ans, 512,000 to be exact, and almost 85% of them had 
non-service-connected disabilities. Seventy-six per cent 
of those half-million veterans had non-service-con- 
nected general medical and surgical disabilities, as 
distinguished from tuberculosis and neuropsychiatric 
conditions. 

The figures supplied by the VA in June, 1955, and 
confirmed by VA Administrator Harvey V. Higley, 
show that persons with non-service-connected cases 
accounted for over 62% of the patient load on Nov. 30, 
1953, and over 61% on Nov. 30, 1954. VA figures also 
show that in the 1953 calendar year the VA hospitals 
discharged over 460,000 patients, more than 83% of 
whom had disabilities not connected with military 
service. Over 70% of them had been treated for gen- 
eral medical and surgical conditions that had no rela- 
tion to the time spent in military service. And what 
about the increase in the cost of the VA hospital and 
medical program? In 1934 it cost just over 37 million 
dollars, while in the 1955 fiscal year it cost over 750 
million dollars. The VA budget for the 1956 fiscal year 
is 790 million dollars, not including hospital construc- 
tion. 

I want to underline three basic facts brought out 
by these statistics. During the past 20 years, the num- 
ber of VA hospital beds almost tripled; the number of 
patients treated each year has increased from seven 
to eight times; and the annual cost of the program 
has increased more than 20 times over and is fast ap- 
proaching the 1 billion dollar mark. I ask you, how 
big must a federal medical program get before it is 
considered “beyond control” and of “changing signi- 
ficance” and before the American people put a bridle 
on its size, cost, and philosophy of operation? 

Many people in this country, both veterans and 
nonveterans, believe that the VA program already is 
too big, and that the time for action is now. Two 
groups in particular—the American Medical Associa- 
tion and the Hoover commission’s task force on federal 
medical services—have made careful studies of the 
problem and have developed specific recommenda- 
tions. Before I discuss the current trends and probable 
future growth of the VA program, let me outline the 
findings of those two groups. 


A. M. A. Policy 


The policy of the American Medical Association is 
expressed in the committee report adopted by the 
A. M. A. House of Delegates in June, 1953. 


Your Committee recommends with respect to the provision ot 
medical care and hospitalization benefits for veterans in Veterans 
Administration and other federal hospitals that new legislation 
be enacted limiting such care to the following two categories: 
(a) Veterans with peacetime or wartime service whose disa- 
bilities or diseases are service-incurred or aggravated; and 
(b) Within the limits of existing facilities to veterans with war- 
time service suffering from tuberculosis or psychiatric or neuro- 
logical disorders of non-service-connected origin, who are unable 
to defray the expenses of necessary hospitalization. 
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_..Your Committee. recommends_that the provision_of medical 


care and hospitalization in Veterans Administration hospitals for 
the remaining groups of veterans with non-service-connected 
disabilities be discontinued and that the responsibility for the 
care of such veterans revert to the individual and the community, 
where it rightfully belongs. 


I cannot emphasize too strongly that there has been 
no change in A. M. A. policy regarding patients with 
service-connected disabilities. The best possible care 
for these veterans is clearly a national responsibility. 
The A. M. A. policy statement said on that point, 
“Your Committee would like to stress the fact that 
these recommendations do not suggest any limitation 
or impairment of the hospitalization or medical care 
now available to veterans who have become physically 
handicapped as a result of military service. We are in 
complete accord with that program.” 

On the second point, the care of war veterans un- 
able to pay for the treatment of non-service-connected 
tuberculosis or neuropsychiatric disorders, the A. M. A. 
policy statement said: 

The recommendation of the Committee with respect to the 
treatment of veterans with tuberculosis and neuropsychiatric 
disorders of non-service origin in federal hospitals is believed 
necessary at this time because of the inadequacy of local facili- 
ties designed to provide treatment for all such cases. It is the 
feeling of the Committee, however, that the entire question of 
whether the care of these patients is a local or a federal responsi- 
bility must be reanalyzed by the Congress. The rapidly expand- 
ing veteran population and the need for facilities for the 
remainder of our citizens afflicted with these diseases suggests 
that community facilities must be developed under state or local 
administration for the benefit of all. Preferential treatment for 
veterans with these non-service-connected disabilities cannot be 
continued indefinitely, in view of its detrimental effect on the 
health and the economy of the entire nation. 

The remaining groups of non-service-connected 
cases, which the A. M. A. believes should now become 
the responsibility of the veteran himself or his commu- 
nity, are the general medical and surgical conditions, 
whether they be chronic or nonchronic. These, if you 
remember, accounted for 76% of all the VA hospital 
discharges in the 1951 fiscal year, and over 70% of all 
the discharges in the 1953 calendar year. I can best 
sum up the A. M. A. position with one more excerpt 
from the official policy statement: 

The medical profession must concern itself, not with the num- 
ber of chiselers in Veterans Administration hospitals nor with the 
efficacy of the Veterans Administration in the administration of 
enabling legislation, but rather with the broad question of 
whether such legislation is sound, whether the federal govern- 
ment should continue to engage in a gigantic medical care 
program in competition with private medical institutions, and 
whether the ever increasing cost of such a program is a proper 
burden to impose on the taxpayers of the country. A considera- 
tion of this problem must of course be predicated upon a con- 
cern for the health of the entire population and not just a 
particular segment. 


Hoover Commission Recommendations 


The soundness of the A. M. A. position was borne 
out by the 1955 report of the Hoover commission’s task 
force on federal medical services. That report pointed 
out that of the 21 million veterans in the United States, 
only 3,500,000 had some service-connected disability; 
the remaining 17,500,000 had no such disabilities. The 
task force also estimated that the total number of 
veterans eligible for war-service benefits would reach 
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a peak of about 24 million in the next three years. In 
a report containing many facts and figures that demon- 
strated the uncontrolled expansion of the VA program, 
the task force had this to say: 

The Veterans’ Administration needs a firm legal basis for 
determining the eligibility of veterans for medical care. The 
Federal Government has an obligation to care for veterans who 
have incurred disabilities in service. For such veterans, this obli- 
gation is of a continuing nature and requires the highest obtain- 
able quality of medical services. But responsibility for the care 
of veterans with non-service-connected disabilities is not of the 
same order. Lifelong care should not evolve alone from the very 
normal incident of fulfilling the duties required of every citizen 


The task force recommended that “all existing rules, 
regulations, executive orders, and laws relating to 
veterans or veterans’ benefits, and in particular to 
medical treatment and domiciliary care benefits, be 
consolidated and enacted into a single, all inclusive, 
comprehensive code.” It also recommended that 
Congress enact legislation to provide that. veterans 
may receive “(a) hospital care for non-service-con- 
nected disabilities if medical need for such disabilities 
was established within three years after separation 
from service; and (b) outpatient care following hos- 
pitalization for those non-service-connected disabili- 
ties for which medical need was established at the 
time the veteran was hospitalized.” 

The task force estimated that the three-year time 
limit on establishing eligibility for the care of non- 
service-connected conditions would immediately re- 
duce the federal government's responsibility from a 
potential of 21 million veterans to about 7 million, in- 
cluding 3,500,000 with service-connected disabilities. 
The suggestion for outpat.ent care, if applied within 
the framework of the three-year time limit, would 
help to reduce the length of hospital stay, decrease 
the cost of care, and permit more efficient use of 
existing facilities. Strangely enough, the Hoover com- 
mission accepted the task force recommendation on 
outpatient care, but it did not adopt the proposal for 
a three-year time limit on establishing eligibility. This, 
in effect, would open the doors for lifelong outpatient 
care of non-service-connected disabilities, and would 
skyrocket the costs of the VA program. It is still a 
mystery of logic how the parent commission, whose 
purpose is to save money for the taxpayers, ever ar- 
rived at such a paradoxical conclusion. 

The medical task force also recommended “that 
Congress authorize no further construction of Vet- 
erans Administration hospitals; and that the Veterans’ 
Administration close and dispose by sale or otherwise 
any hospital which, in its judgment, can no longer be 
operated effectively or economically.” The Hoover 
commission accepted those recommendations, and it 
also recommended that the veteran's statement of his 
inability to pay for hospitalization should be subject 
to verification. This, of course, is only a halfway meas- 
ure that does not come to grips with the basic philos- 
ophy of the current legislation. Both the task force 
and the parent commission made additional technical 
recommendations designed to tighten the administra- 
tion of the VA program, improve its efficiency, and 
reduce its cost. 
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Inefficiency in VA System 


There are countless examples of inefficiency, waste, 
and duplication in the VA hospital construction pro- 
gram and in the over-all operation of the VA system. 
As just two examples, I want to cite briefly the main 
facts emerging from two recent surveys in different 
parts of the country. One concerns the “Home Town” 
care program that is in operation in some states. Under 
this type of plan, veterans with service-connected dis- 
abilities can obtain outpatient care from private phy- 
sicians at federal expense. In California, according to 
a study by the California Physicians Service, a monthly 
average of 12,000 such veterans get outpatient care 
from California Physicians Service physicians, and 
7,400 get it in VA clinics. Using the San Francisco- 
Oakland Regional Office VA clinic as a basis, the 
figures for the 1954 fiscal year show that the average 
monthly cost was $23.15 for the veterans treated in the 
VA clinic, as against only $15.40 for the veterans 
receiving care from California Physicians Service phy- 
sicians. The cost for each visit was $11.38 at the VA 
clinic, as against only $5.90 in the physicians’ offices. 
The survey indicated that “Home Town” care for all 
California veterans with service-connected conditions 
could save the VA at least $688,000 every year, not 
to mention the saving of time and money for the 
patients themselves. 

The second survey, by the Cincinnati branch of the 
National Medical Veterans Society, concerns VA hos- 
pital construction policy in that Ohio city. According 
to this survey, two VA hospitals already serving the 
Cincinnati area have 632 beds authorized for general 
medical and surgical cases but not in use. Even ex- 
cluding these, there is no shortage of general beds in 
the area. However, the VA does have an acute need 
for more neuropsychiatric beds in that area, and Cin- 
cinnati could staff such a hospital. Yet the VA is 
determined to open the Cincinnati VA hospital as a 
general medical and surgical facility, which will not 
meet the actual needs of the veterans and will aggra- 
vate health personnel shortages already existing in the 
area. 

Regardless of all the statistics indicating waste and 
extravagance, these are only symptoms of the under- 
lying trouble. The real question involves the basic 
legislative philosophy behind the program. The VA 
has to administer its hospital and medical program in 
accordance with existing laws and the financial di- 
rectives of Congress. And regardless of whether one 
agrees specifically with the policy of the American 
Medical Association, or the recommendations of the 
Hoover commission or its medical task force, the fact 
remains that there is mounting concern in this country 
over the implications of the VA program. That concern 
is predicated not only upon the gigantic size of the 
present program but also upon current trends pointing 
to even greater future growth. 


More Expansion Possible 


One of the most important single factors is the aging 
of our veteran population. By 1970—only 14 years from 
now—the VA estimates more than 86% of the living 
veterans discharged before June, 1950, will be 45 years 
of age or older, as compared with a fraction under 
23% in 1952. In actual numbers there will be almost 14 
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million at or beyond age 45, more than three times as 
many as there were in 1952. At the same time, almost 
13% of these pre-Korean-war veterans will be age 65 
or over, as compared with only 3% of all veterans in 
fiscal year 1955. That is, there will be over 2 million 
veterans at or beyond age 65, more than 10 times the 
number in 1952 and 3 times the number of all over-65 
veterans in June, 1955. Past experience of the federal 
government shows that as veterans grow older, and 
more vulnerable to chronic ailments, there is a con- 
stant increase in the total patient load of VA hospitals, 
in the proportion of non-service-connected cases, and 
in the average length of hospital stay. Unless we 
change our national policy, these factors will produce 
a tremendous future rise in the size and cost of the 
VA program. 

Such an expansion was predicted in 1945, five years 
before the Korean conflict, by Gen. Frank T. Hines, 
then administrator of veterans affairs: “With the num- 
bers involved in this war and with the needs clause 
retained in the legislation, a peak load requirement of 
some 400,000 beds by 1975 would seem a fair esti- 
mate. With the needs clause removed the number 
would be measurably increased to the extent that free 
hospitalization would be afforded by the government 
for approximately one-third of the adult citizens of the 
country, which in turn might involve a recurring an- 
nual expenditure for such an item alone of approxi- 
mately $1 billion.” 

More recently, in 1952, the VA department of med- 
icine and surgery prepared a report for the Booz, 
Allen & Hamilton Company, which was making a 
management survey of the agency. In that report the 
VA itself estimated that, if present trends and admis- 
sion policies continue, the VA by 1975 will need 
265,960 hospital beds and 78,500 domiciliary beds to 
support the anticipated patient load. That is a total of 
almost 350,000 beds. , 

In addition to the size and aging of our veteran 
population, other trends and influences are affecting, 
or can affect, the future expansion of the VA program. 
One of these, which was officially condemned by the 
A. M. A. House of Delegates in June, 1954, is the 
practice of establishing a “presumption” of service 
connection for veterans’ disabilities by means of leg- 
islative action rather than by scient fic medical exam- 
ination. Under this practice, a cond ‘tion is presumed 
to be service-connected if it occurs within a certain 
length of time after discharge from service; about 30 
specific disabilities have already been included. At 
every recent session of Congress, many such bills have 
been introduced, and more and more of them became 
law. This, in effect, is simply an indirect method of 
increasing the VA load of non-service-connected cases. 
The end-result of this dangerous trend could well be 
for Congress to declare all veterans’ ailments service- 
connected and therefore eligible for complete care 
with no questions asked. 

We can reasonably expect in view of past experience 
that there will be continuing political efforts to broaden 
the benefits and loosen the eligibility requirements for 
veterans themselves. We also can expect politically 
motivated attempts to extend the VA hospital and 
medical care program to persons other than veterans. 
In fact, bills already have been introduced in Congress 
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to provide such care for the dependents of veterans, 
and that would mean additional millions of govern- 
ment beneficiaries. We can expect, if the nation adopts 
a program of universal military training, that there 
will be inevitable political pressures to extend VA 
benefits to those who have completed such training. 
And, of course, if we have any more “small” wars like 
Korea or if we should be so unfortunate as to have 
another global conflict, then our veteran population 
will again increase rapidly, and the entire problem 
will be compounded many times over. 


Future Course 


When and where does the growth stop? When and 
where are the various trends checked? In my opinion, 
the time is now, and the job must be done in the 
halls of Congress, under the impetus of American 
public opinion. 

The Hoover commission pointed out that the federal 
government already has undertaken responsibility for 
all or part of the medical care of about 30 million 
people. From the standpoint of potential beneficiaries, 
the VA medical program is by far the largest in the 
federal government, with 21 million beneficiaries now 
and an estimated 24 million within the next three 
years. From the standpoint of cost, the VA medical 
program is second only to that of the Defense Depart- 
ment, and its budget is approaching a figure of 1 bil- 
lion dollars a year. 

Through the VA program, we already have social- 
ized, tax-paid, government-controlled medicine for 
one-eighth of our population. All they have to do is 
apply for it and claim that they are unable to pay for 
their own care. But what one section of the popula- 
tion gets from the federal government, the rest are 
likely to want in the near future, and there always will 
be plenty of vote-conscious politicians around to de- 
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mand it for them. So what is the next step? Govern- 
ment hospital and medical care for the dependents of 
veterans?—for industrial workers?—for white-collar 
workers?—for farmers?—for old people?—for everyone 
with an income under $5,000 a year?—for the entire 
population? Where does it stop? Remember that in sev- 
eral countries, Germany and Great Britain for example, 
government medicine started out covering limited seg- 
ments of the population, and ended up as full-fledged 
socialized medicine for all. 

Through the VA program we are rapidly creating 
two classes of citizens with respect to hospital and 
medical care, those who once wore a uniform and 
those who did not. If we wait too long, and if we 
choose the wrong way to correct that unfair discrim- 
ination, we will be led down all kinds of socialistic 
byways. Through the VA program and its ever-mount- 
ing costs, we are constantly increasing the tax burden 
on all citizens, including veterans themselves. We can 
be taxed into socialism as well as legislated into it. 
Through the VA program we are siphoning off per- 


sonnel and facilities needed to develop adequate health 


facilities for all the American people, including the 
veterans and their families in their home communities. 
If this trend is allowed to continue, our private system 
of medicine will suffer increasingly severe shortages, 
and the pressures will mount for complete government 
control over all personnel and services, to solve all 
problems and to simplify the entire system. 

We, and I mean all of the American people, must 
decide soon, before it is too late, what is to be the 
future course of the VA hospital and medical care 
program. That decision will determine whether we 
protect and improve our private system of health care 
for all people or whether we eventually reach social- 
ized medicine by default. 


1300 Kuhl Ave. 


SURVEY OF ONE HUNDRED CASES OF WHIPLASH INJURY AFTER 
SETTLEMENT OF LITIGATION 


Nicholas Gotten, M.D., Memphis, Tenn. 


Some months ago we neurosurgeons practicing 
in Memphis, Tenn., became increasingly concerned 
about the poor results in the treatment of the so-called 
whiplash type of injuries of the neck; we also became 
more concerned about the medicolegal implications 
that followed these types of injuries. The methods of 
treatment seemed relatively ineffective in many in- 
stances and were often complicated by a long period 
of chronic symptoms. In addition, we found that, when 
a neurological surgeon was called to give a medical 
opinion incidental to legal settlement of the accident, 
there was a wide divergence among the surgeons as 
to the severity of the injury and as to the future pros- 
pect of health. The neurosurgeon was often called to 
give a deposition or go to court for a defendant indi- 


From the Department of Neurology, University of Tennessee. 


Read before the Section on Nervous and Mental Diseases at the 105th 
= Meeting of the American Medical Association, Chicago, June 14, 


¢ One hundred patients with previously diagnosed 
cervical neck strain following auto accidents whose 
litigation on compensation claims had been settled 
were queried as to their present clinical status. After 
legal claims for damage were completed, 88 %/, 
showed recovery, and over half of these had no 
residual complaints. Many emotional factors, but 
especially those concerning monetary compensation, 
greatly confuse proper medical evaluation and ap- 
pear to be the cause of the wide divergence of 
professional prognostic opinions relative to this 
particular injury. 


vidual or insurance company and was expected to 
render an opinion as to the severity of the symptoms, 
the length of time that symptoms might persist, and 
further treatment that might be necessary and to give 
the degree of partial or total disability. 
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In almost .very instance another neurosurgeon, one 
of our colleagues, had also been called to testify for 
the plaintiff and to render opinions about the same 
condition, but to his consternation there seemed to be 
a wide divergence of opinion as to the important fac- 
tors—again, namely, the type of treatment necessary, 
the length of time treatment was needed, the various 
appliances such as traction or neck braces that were 
indicated, and the possibility of surgery in the future 
if symptoms persisted. Psychoneurotic symptoms were 
so prevalent and seemed to be such a dominant factor 
in these cases that proper evaluation seemed even im- 
possible and tended to underscore, so to speak, the 
physicians’ difficulty in reaching a degree of unanimity 
of opinion. 

In attempting to evaluate and render an opinion that 
had some validity, we found no adequate follow-up 
study in the medical literature that was of help. We 
decided, therefore, that there was a need for a study 
of cervical neck strains, or so-called whiplash injuries, 
but that this should be limited to those cases in which 
the problem of compensation and litigation had been 
concluded. In this manner, the psychosomatic symp- 
toms could be more ably evaluated and the true degree 
of the chronic permanent symptoms and final disability 
more adequately determined. 


Analysis of Symptoms 


Most neurosurgeons are aware that cervical neck 
strains are usually caused by automobile accidents in 
which an occupant of a car, waiting at a traffic light, 
has his car struck forcefully from behind or from the 
side. His body is suddenly thrust in a position of acute 
flexion, followed by extension of head and with more 
than one oscillation of the head on the neck. To be 
exact, a matter of quick deceleration occurs, without 
time for reflex protective fixation of the cervical mus- 
cles. The effect of this rapid deceleration is to cause 
a stretching of the muscles and ligaments of the neck 
and possibly some edema, hemorrhage, and even direct 
trauma to the nerve roots. Indeed, we have one pa- 
tient in whom x-rays revealed evidence of hemorrhage, 
as noted by a pharyngeal bulge. In addition, there may 
occasionally be injury to the intervertebral disk, with 
narrowing of the foramen, and subsequently it is possi- 
ble that fibrosis and abnormal motility of the vertebral 
joints may occur. Granting the severe traumatic pos- 
sibilities, we observed that in most instances the initial 
evidence of injury seemed trivial or minor, and, in- 
deed, many times the patient, himself, belittled the 
injury, saying, “I did not think I was hurt” or “I 
thought nothing of it.” He continued on his way, only 
to have symptoms develop several hours or even days 
later. In such instances, where there was little or minor 
evidence of trauma upon physical examination, chron- 
ic, persistent symptoms unresponsive to treatment 
frequently occurred. 

Briefly, the symptoms were usually of a pattern. In 
the acute stage—at the time of the accident—the sensa- 
tion of being dazed or bewildered was followed in a 
few minutes to several hours later by headache and 
nervousness, with neck soreness and tenderness. With 
these symptoms there were rather rapidly assoviated 
profound emotional reactions such as nervousness, in- 
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stability, insomnia, and sweating of the hands. Many 
times the symptoms grew progressively worse over a 
period of weeks, although this was inconsistent with 
pathological possibilities. The findings by examination 
were variable in the acute stage. Often there were no 
objective disabilities, or there might be muscle spasm, 
fixation of the head and neck, and straightening of the 
cervical curve as evidenced by or confirmed by x-ray. 
However, the fact that the symptoms did not adjust to 
treatment or that they at times would even get worse, 
but improved after settlement of claims, cast doubt in 
our minds on the validity of the symptoms and ren- 
dered proper opinion by the physicians next to 
impossible. 


Study and Findings 


As a result of these problems in the evaluation of this 
type of injury, we felt that a thorough study of these 
cases, subsequent to the settlemient of compensation or 
litigation claims, was indicated. Accordingly, funds 
were obtained to study this problem, with particular 
reference to symptomatology of whiplash injuries sub- 
sequent to the settlement of legal claims. All nine neuro- 
logical surgeons doing private practice in Memphis 
cooperated and submitted cases of patients that were 
suitable for the study with whiplash types of injuries 
who had been treated or examined by them. A com- 
prehensive questionnaire regarding symptoms, phy- 
sical disability, attitude toward settlement of liti- 
gation, and symptoms subsequent to settlement of 
litigation was prepared. A fourth-year medical student 
was obtained to interview the patients and was given 
their names without other knowledge of the cases. 
Two hundred nineteen cases were submitted by the 
neurological surgeons; the student interrogator was 
able to have personal interviews with and to complete 
the questionnaire on 100 patients. The purpose of this 
paper, therefore, is to summarize, review, and record 
the results of these findings. 

The analysis indicates that, out of 100 patients inter- 
viewed after settlement, 54 admitted that they were 
having no appreciable trouble at the time of the inter- 
view. None of these 54 patients had considered any of 
the symptoms serious enough to warrant a visit to a 
physician within the previous year, which was from 1 
to 26 months after settlement of claims for injury. 
Thirty-four patients reported some minor discomfort 
on damp, cloudy days; this was manifested by such 
minor symptoms as pain on doing unusual exercises 
or unusual lifting, which might or might not be related 
to the previous injury. Some patients thought that they 
might have slightly more frequent headaches than 
prior to the accident. Patients 60 years of age or more 
showed a much slower recovery than those in the 
younger age group, and they felt that they had some 
mild arthritic symptoms possibly related to the injury; 
these patients are included in this group of 34 with 
mild residual symptoms. 

In the 88 patients mentioned above, the greatest 
percentage of recovery was during the first year. 
Thirty-seven per cent of these patients required or 
were hospitalized for treatment. Many who had some 
minor complaints of pain admitted upon questioning 
that they had not followed medical advice as to medi- 


¢ 
> 
4 
43 
| 
| 
| 
| 
a | 
| 
/ 
| 
| 


Vol. 162, No. 9 


cation, exercises, limitation of work, or returning for 
evaluation. A total of 12 patients, in spite of settlement 
of claims or litigation, appeared to continue to have 
enough trouble to be wearing Thomas collars, sleeping 
in traction, taking physical therapy or heat treatments, 
and periodically visiting a physician for help. Of these 
12 patients, 5 had admitted that they refused to carry 
out the doctor's instructions as advised, in that they re- 
fused to modify their activities, rest or sleep in trac- 
tion, or take physical therapy. Surgery was performed 
on only 2 patients out of the 100 interviewed, and they 
were asymptomatic except for slight limitation of 
motion of the neck. 

Of the above group of 88 patients, 85 had liability 
claims ranging from simple settlements by insurance 
companies to law suits filed and appealed to state and 
supreme courts. Of these 85 patients, 49 were satisfied 
with the settlement and 36 were not. Of the 49 patients 
who were satisfied with the settlement of their claim, 
29 had no significant symptoms at the time of the 
interview, 11 had only occasional discomfort, and only 
4 were still having trouble enough to sleep in traction 
or occasionally wear a Thomas collar. Of the 36 pa- 
tients who were not satisfied with their settlements, 9 
were cured or had no subsequent symptoms, 20 com- 
plained of minor symptoms, and only 7 were having 
enough trouble to occasionally sleep in traction or to 
wear a collar. Of the nine patients who had no re- 
course to claim, that is, their case was not considered 
one in which they were entitled to compensation or 
settlement of a liability claim, six were having no trou- 
ble whatsoever, two were having minor complaints, 
and one had moderately severe symptoms. 

Subsequent to settlement of legal claims, only three 
patients lost as much as six months from work or their 
usual occupation. This includes one patient who has 
been disabled three years. Only four other patients 
lost as much as three months’ time; all others either 
lost no time or only a few days from their usual occu- 
pation. This compares to 26% who lost six months’ 
time or more prior to settlement and 15% who lost as 
much as three months from work prior to settlement, 
making a comparison of 7% losing as much as three 


months from work after settlement against 41% prior — 


to settlement of claims. While we recognize the com- 
parison is open to some criticism, one cannot help but 
deduce that settlement of claim definitely influenced 
the symptomatology advantageously. 


Comment 


We were forced by the survey to draw certain defi- 
nite conclusions in regard to psychosomatic symptoms 
that had developed in a considerable number of these 
patients. The interrogator, in his interviews with the 
patients, came to the conclusion that in some instances 
there were indications that the injury was being used 
by the patient as a convenient lever for personal gain, 
so to speak, though not necessarily on a conscious 
level. These instances were the forcing of a reluctant 
spouse to pay for household help or insistence on an 
air conditioner, a new car, a new house, or a vacation 
in Florida. After the litigation, some patients divorced 
and remarried; others bought new homes, redecorated 
the home, and bought new cars. Such changes indicate 
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the possibility that the illness had been used as a 
means of implementing psychological or other adjust- 
ments that had previously been postponed or that, 
because of financial difficulties, the patient had not 
been able to fulfill, Our survey indicated that some 
patients who complained seemed to have developed 
through the injury an outlet or excuse for avoiding 
unpleasant tasks and a means of securing recognition 
from other members of the family and attention from 
neighbors, friends, and children. This was not thought 
by the examiner to be entirely on a conscious level, 
though it may have been conscious in the early stages. 
On the other hand, it must be noted that some patients 
financially were actually worse off, having lost their 
jobs due to being away from work too long in trying 
to complete law suits or actually feeling that they 
could no longer do the same type of work. 

The conclusion that we draw from this study of 100 
patients whose cases have been to a great extent freed 
of litigation or compensation claims is that the emo- 
tional factor plays an important part in the ability of 
the physician to obtain a satisfactory result from treat- 
ment. There seemed every reason to believe that the 
personal reaction of the patient to his injury compli- 
cated the evaluation of his symptoms, treatment, and 
recovery. The apprehension, nervous tension, and 
anxiety that these patients developed subsequent to 
the injury, as a result of fear for future health and as 
a result of the litigation, tended to accentuate the for- 
mation of a profound post-traumatic neurosis, This 
profound emotional reaction depended to a great ex- 
tent upon the personality pattern of the patient, as well 
as the degree of his physical injury. Once the psycho- 
neurotic symptoms had developed, they persisted for 
many months and were refractory to treatment, being 
finally resolved to a great extent by settlement of the 
litigation. It was for this reason that the evaluation ot 
the history, examination, and permanent disability was 
at all times confusing and could only be made by such 
a study as we have concluded. 


Summary 


Of 100 patients with whiplash type of injuries who 
were interviewed subsequent to settlement of legal 
claims for damage, 88% have recovered, 54 with no 
residual and 34 with minor symptoms not requiring 
therapy. Twelve per cent continue to have severe 
symptoms, but only 6% of these are under medical 
treatment. Surgery was necessary in only two cases and 
was beneficial in both. Many psychsomatic symptoms 
developed and were manifested in some way in 85% 
of the cases. Loss of time for as long as three months 
occurred in 41% of the cases before settlement of 
claims but in only 7% subsequent to settlement of 
claims. The evidence indicates the great difficulty in 
evaluating whiplash type of injuries due to the com- 
plicating factor of monetary compensation. 

22 N. Manassas St. 

The following neurosurgeons cooperated in this study: Drs. R. E. Semmes 


'Jr., Francis Murphey, C. D. Hawkes, E. C. Schultz, A. R. Tyrer Jr., R. L. 


DeSaussure Jr., B. W. Cannon, Robert Raskind, and William Ogle. 

This study was supported by a grant to the Department of Neurology 
from the University of Tennessee School of Medicine. 

The survey was performed by John R. McInnis, senior student, University 
of Tennessee School of Medicine. 
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MECAMYLAMINE IN TREATMENT OF HYPERTENSIVE DISEASE 


OBSERVATIONS ON AN UNUSUAL NEUROMUSCULAR COMPLICATION 


Roland E. Schneckloth, M.D., Arthur C. Corcoran, M.D., Harriet P. Dustan, M.D. 


and 


Irvine H. Page, M.D., Cleveland 


The usefulness of the hypotensive properties of 
ganglionic blocking agents in the treatment of severe 
hypertensive cardiovascular disease has been widely 
established." The therapeutic success or failure of 
autonomic ganglionic blocking drugs is dependent not 
only on the sensitivity of the individual patient to their 
hypotensive effect but also on the ease of administra- 
tion and avoidance of untoward side-reactions. Erratic 
blood pressure responses, irregular absorption, and de- 
velopment of tolerance to readily available ganglionic 
blocking drugs have stimulated a continuing search 
for more effective antipressor agents of this sort. 

Mecamylamine hydrochloride (3-methylamino-iso- 
camphane hydrochloride) is unusual among ganglionic 
blocking agents in that it is a secondary amine rather 
than a quaternary ammonium compound. Further, it 
is believed to be completely, rather than fractionally, 


_ absorbed from the gastrointestinal tract’; in contrast 


to hexamethonium,’ it appears to distribute in a vol- 
ume of body fluid substantially larger than the extra- 
cellular fluid* and to be comparatively slowly and 
only partially excreted as such. Such a combination of 
properties should yield an agent that would elicit pre- 
dictable, prolonged responses to oral doses. This 
should be advantageous, since erratic depressor re- 
sponses to orally administered hexamethonium or 
pentolinium have been ascribed, in part, to variations 
in the fraction of the drug absorbed from the intestinal 
tract. These presumptions have been supported by 
previous clinical studies.” 

We have observed the effects of mecamylamine in a 
group of patients with severe hypertensive disease, of 
whom some had had no prior antihypertensive therapy 
and others had been treated with potent antipressor 
drugs. The purpose of this report is to present the re- 
sults of experience with mecamylamine in terms of the 
control of the hypertensive process, to offer com- 
parisons with other antihypertensive regimens, and to 
describe what may be an unusual complication of the 
use of this drug in patients with advanced hyperten- 
sive vascular disease. 


Method of Study 


The group was composed of 12 women and 23 men, 
ranging in age from 28 to 62 years; the average age 
was 49 years. All 35 patients were given mecamyla- 
mine for at least one month, 13 received it for an 
additional 2 to 3 months, 7 for 4 to 8 months, and 3 
for 9 to 12 months. Of these, 32 were hospitalized 
during the initial treatment period of one month or 
more. All who continued te take the drug for longer 
periods were seen at frequent intervals as outpatients. 
Blood pressures were measured four times daily with 


From the Division of Research, the Cleveland Clinic Foundation, and the 
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¢ Mecamylamine hydrochloride blocks conduction 
through autonomic ganglions and is presumed to be 
completely absorbed when given by mouth. It was 
evaluated in the treatment of 35 patients with severe 
hypertensive disease. The initial dose was 2.5 mg. 
given once or twice daily by mouth; subsequent doses 
were increased by 2.5 mg. every two days up to the 
individual patient’s requirement for maintenance as 
determined by the standing systolic blood pressure 
and therapeutic response. The average daily main- 
tenance dose for the 18 patients who responded with 
a significant reduction of the blood pressure was 
found to be 24 mg. (range 5 to 45 mg.). There were, 
however, 17 nonresponders. Of the 35, only one tol- 
erated therapeutic doses without side-effects and 6 
had to stop taking the drug. The others, though un- 
comfortable, were able to continue medication, in 
some instances, up to 12 months. The most frequent 
complaints were constipation, blurring of vision, 
xerostomia, and various symptoms of postural hypo- 
tension. Seven patients, including 5 from this group 
of 35, showed signs of an unusual neuromuscular 
disorder, with anxiety, tremor, and even convulsions, 
while taking the drug. Mecamylamine is considered 
to be a useful agent in the treatment of hypertensive 
disease. Its therapeutic advantage over drugs with 
similar ganglionic effects is small. 


patients in the supine and standing positions by nurses 
in the hospital or by the patient or a relative at home. 

Thirteen hospitalized patients had received no prior 
antihypertensive treatment; mecamylamine was not 
administered to these until weekly averages of blood 
pressures had been constant for two or more weeks, 
during which time the status of the patient was 
evaluated.® The majority (21) of the patients were re- 
stricting sodium intake to less than 2 gm. daily be- 
cause of evidence of hypertensive heart disease. The 
diets were not changed during the study period. 
Twenty-two patients had received prior antipressor 
medication; of these one patient had been receiving 
thiocyanate, 6 reserpine, 5 hydralazine alone or in 
combination with reserpine, and 10 patients a gan- 
glionic blocking agent (hexamethonium, pentolinium 
tartrate, or chlorisondamine chloride) alone or in com- 
bination with reserpine. Reserpine therapy was usu- 
ally not discontinued in patients who were receiving 
it; however, mecamylamine was substituted for either 
hydralazine or the ganglionic blocking agent being 
used. 

Of the 35 patients, 10 had severe essential hyper- 
tension and 10 presented the syndrome of malignant 
hypertension; 11 had residual essential hypertension 
with varying degrees of vascular damage, remission of 
a preexisting malignant phase having been accom- 
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plished by previous treatment; and, in 4 patients with 


severe hypertensive disease (in 3 of whom the disease — 


was in the malignant phase), the process was second- 
ary to primary renal disease. The severity of the hy- 
pertensive disease was scored in terms of a composite 
severity index that rates from 0 to 4 points the extent 
of vascular disease in (1) heart, (2) kidney, and (3) 
brain, on the basis of clinical and laboratory study, as 
well as (4) the level of diastolic arterial pressure, to a 
maximum score of 16." The range of the severity 
index in the group of patients prior to administration 
of mecamylamine was 3.0 to 14.0 and the mean 8.4. 

Response to treatment was classified according to 
average supine diastolic blood pressure. If this was 
maintained at less than 110 mm. Hg the patient was 
considered a responder and, if not, as a nonresponder. 
The data will show that 20 (57%) of the patients were 
considered as responders after one month of therapy 
and 15 (43%) were nonresponders.. The drug therapy 
was continued 2 to 12 months in 23 of the initial group 
of 35 patients; 14 (61%) of these 23 patients were then 
considered as responders and 9 (39%) were classed as 
nonresponders. Five patients (cases 36 through 40) 
not included in the group of 35 were observed during 
an initial period on mecamylamine therapy alone, 
after which it was given in combination with hydrala- 
zine. An additional two patients (cases 41 and 42) are 
reported on in detail because they exhibited an un- 
usual complication during treatment with mecamyla- 
mine. 

Dosage and Administration 


The initial dose of mecamylamine was 2.5 mg. given 
in the morning only, or twice daily in the morning and 
early evening. A few patients whose tolerance to the 
drug was very small were able to secure uniform con- 
trol of their blood pressure by taking one or two daily 
doses, but in most this was secured only by giving ad- 
ditional doses at noon and/or bedtime. The individual 
doses were increased by increments of 2.5 mg. each, 
every two days, according to the standing systolic 
pressure at the time of scheduled medication. The 
usual prescription was for the individual’s maximum 
dose to be taken when the standing systolic pressure 
was more than 140 mm. Hg. A smaller (roughly two- 
thirds) dose was taken when this pressure was be- 
tween 140 and 120 mm. Hg, and use of the drug was 
omitted when it was below 120 mm. Hg. Most of the 
patients attained a fairly stable level of maintenance 
dosage in the course of less than two weeks. The 
average maintenance dose in the whole group (at the 
end of the study period) was 39 mg. daily and ranged 
widely from 5 to 180 mg.; among the 18 responders at 
this time (1 to 12 months), this average was 24 mg. 
(range 5 to 45 mg.); and, among the 17 nonresponders, 
the average was 55 mg. (range 5 to 180 mg.). 

The greatest fall in blood pressure occurred usually 
one-half to two hours after oral administration but, at 
times, was delayed for three or four hours. A signifi- 
cant hypotensive effect often persisted for about 12 
hours; in some this interval was only 4 to 6 hours, and, 
in others, notably those in renal failure, it persisted 
for 24 hours or more. In general, responses to equal 
oral and intramuscular doses were approximately the 
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same, allowing for the fluctuations in responsiveness 
and requirement shown by most patients. The day to 
to day dosage requirement of mecamylamine was 
often quite variable for the same patient. Some indi- 
viduals were able to take a fairly constant daily dose, 
but more showed considerable fluctuation in the 
amount of drug necessary to maintain a reasonably 
constant blood pressure level. In general, this range of 
variation in daily dosage requirement of mecamyla- 
mine was comparable to that for other ganglionic 
blocking drugs for the same patient (table 1). 


Results 


Administration of Mecamylamine to Previously Un- 
treated Patients.—All of the 13 patients who had not 
previously been given antihypertensive drugs showed 
at first a significant fall in supine diastolic blood pres- 
sure when given mecamylamine (table 2), One patient 
(case 11) could not tolerate even minimum supine 
hypotensive doses of the drug because of fainting and 
totally disabling postural hypotension. Another patient 
(case 9), with advanced renal disease, developed bouts 
of severe diastolic hypertension after six weeks of an 


TABLE 1.—Comparison of Daily Dose Requirement of 
Mecamylamine with Other Ganglionic Blocking Drugs 


Prior Treatment 
A. 


— — Mecamylamine 
Dosage Treatment 
Case Av. Varia- Av. Varia- 
No. Medicament* Mg./Day tion, % Mg./Day tion, % 
Responders 19 P(I.M.) 40 100 25 100 
20 ) 400 100 30 83-133 
22 Ch+R 34 0-294 15 78-109 
Nonresponders 29 2.8 71-148 44 68-136 
30 P+R 1,730 27-201 57 58-149 
31 P+R 60 100 10 0-150 
32 P+R 1,700 100 70 86-114 
33 Ce+R 1,815 55-165 15 0-200 
34 Ce+R 2,975 25-126 34 44-147 
35 Ce+R 2,428 62-113 68 88-110 


*P=pentolinium tartrate; Ch=chlorisondamine chloride; R=reser- 
pine; Ce=hexamethonium. Unless indicated, drugs were given by mouth. 


inadequate response; her blood pressure levels could 
not be controlled with daily doses of as much as 
180 mg. 

Eight of the 13 patients have maintained an average 
supine diastolic blood pressure of 110 mm. Hg or less 
during therapy for one to six months (average 3.8) and 
could be classed as satisfactory therapeutic respond- 
ers. The pretreatment mean severity index of these re- 
sponders was 9.3. The mean index fell to 5.6 during 
treatment; the supine diastolic pressure was reduced 
on the average by 21 mm. Hg (15%) and the standing 
diastolic on the average by 35 mm. Hg (28%). The 
average daily dose of the drug was 26 mg. The mean 
severity index was somewhat higher (10.9) before 
treatment among nonresponders than responders and 
was still quite elevated (8.7) when administration of 
the drug was discontinued. The average fall in supine 
diastolic pressure in this group was only 13 mm. Hg 
(9%). The average daily dose of the drug was 65 mg. 

Administration of Mecamylamine to Previously 
Treated Patients.—In terms of its relative effect on 
supine diastolic pressure, mecamylamine was more ef- 
fective than the previous antipressor treatments in 13 
of 22 patients; it was no more effective in 2 patients 
and somewhat less effective in 7 (table 3). 
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Administration of mecamylamine was discontinued 
after one to two months of trial in five of these pa- 
tients. In two of these it was ineffective. One (case 32) 
was a man with advanced cardiovascular and renal 
dainage whose malignant hypertension had been 
brought under precarious and partial control during 
a year of treatment with pentolinium; while taking 
mecamylamine in doses up to 70 mg. daily, he de- 
veloped bouts of hypertension (with supine diastolic 
pressures greater than 140 mm. Hg) and, on two oc- 
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while taking the drug.) One patient (case 29) stopped 
taking the drug because of a sensation of nervousness 
and anxiety and another (case 31) because of disabling 
postural hypotension. 

Ten of the 22 patients have maintained an average 
supine diastolic blood pressure of less than 110 mm. 
Hg after continued therapy for 1 to 12 months (aver- 
age 3.9) and are considered satisfactory responders to 
mecamylamine from the standpoint of the depressor 
effect of the drug. The pretreatment mean severity 


iva) TABLE 2.—Effect of Mecamylamine on Blood Pressure and Severity Index 
in Thirteen Hypertensive Patients Without Prior Treatment 


After Treatment 
Control — 
Supine Diastolic 


bination of hydralazine and reserpine. Mecamylamine 
therapy was discontinued in one patient (case 18) who 
had shown a good therapeutic response, because of 
intolerable dryness of the mouth, glossitis, and ex- 
acerbation of psoriasis. (Another patient, not in this 
study group, has also shown exacerbation of psoriasis 


Supine Diastolic Blood Pressure, Av. Total 
Total Severity Blood Pressure, Daily Dose, Severity 
=) Case No. Index Av., Mm. Hg Av., Mg. Duration, Mo. Mm. Hg Decrease, Mm. Hg Index 
Responders 1 10.5 150 20.0 4.0 99 —51 6.5 
2 9.0 108 6.5 6.0 106 —? 7.0 
8 5.0 108 35.0 3.5 107 1 3.0 
Sty 4 14.0 136 30.0 4.0 107 —29 6.0 
as 5 11.0 153 60.0 6.0 109 —4 7.0 
a 6 5.5 112 15.0 1.5 108 a 4.5 
7 8.5 119 15.0 3.0 106 —13 6.5 
- 8 11.0 135 30.0 2.0 110 —25 4.5 
a Nonresponders 9 12.0 149 180.0 1.5 146 — 3 10.5 
im 10 8.0 119 12.5 11.0 114 — 5 R.5 
i 11 12.0 158 80.0 1.0 124 —34 7.5 
12 10.5 125 35.0 2.0 114 —11 9.5 
13 12.0 140 15.0 1.8 112 —12 9.5 
va TABLE 3.—Effect of Mecamylamine on Blood Pressure and Severity Index 
es in Twenty-T wo Patients with Prior Antihypertensive Treatment 
After Treatment 
~ Supine Diastolic 
Supine Diastolic Blood Pressure, Av. Total 
ey Total Severity Blood Pressure, Daily Dose, r Jo . Severity 
<a ae Case No. Index Av., Mm. Hg Av., Mg. Duration, Mo. Mm. Hg Decrease, Mm. Hg Index 
aa Responders 4 6.5 122 27.5 12.0 98 —24 4.5 
rel 15 6.0 121 35.6 1.0 109 —12 4.0 
ee 16 7.0 110 20.0 2.0 85 —25 6.0 
ae 17 7.0 114 5.0 3.0 101 —13 6.0 
vid 18 6.0 110 40.0 2.0 85 —%5 5.0 
ie 19 8.0 99 25.0 3.0 105 +6 8.0 
V4 20 10.0 134 30.0 1.5 110 —24 7.5 
> 21 3.0 108 15.0 3.0 102 —6 3.0 
29 8.0 108 16.0 5.0 105 a § 8.0 
. 23 9.5 118 10.0 7.0 93 —25 6.0 
e, Nonresponders 2 7.5 111 87.5 12.0 114 + 3 7.5 
a 25 8.5 113 25.0 4.0 112 - 6.0 
: 26 7.0 _ 109 5.0 2.5 117 +8 8.0 
27 7.5 134 70.0 1.8 128 ~6¢ 5.0 
23 7.0 106 180.0 1.0 121 +15 7.5 
: 29 6.5 123 44.0 1.0 139 +16 7.5 
A 80 6.0 111 57.0 2.0 111 6.0 
we $1 5.5 121 10.0 1.0 121 5.5 
eae 32 9.0 132 70.0 1.0 120 —12 8.5 
33 6.0 107 15.0 1.0 114 +7 7.0 
34 12.0 141 34.0 2.5 117 —24 10.0 
35 10.0 126 68.0 1.0 133 +7 9.5 
- casions, pulmonary edema. The other patient (case 28) index of these responders was 7.1. The mean fell to 5.8 
showed a significant rise (15 mm. Hg) in average during treatment; the supine diastolic blood pressure 
; supine diastolic pressure while taking mecamylamine was reduced on the average by 15 mm. Hg (13%). The 
: and subsequently responded satisfactorily to a com- average daily dose of the drug was 22 mg. 


Mecamylamine therapy was continued in 12 patients 
whose average diastolic pressure was 110 mm. Hg or 
more during 1 to 12 months (average 2.7) of treatment. 
Only two of these nonresponders developed pressure 
averages significantly lower (12 and 24 mm. Hg) than 
they had shown during prior antihypertensive treat- 
ment with other ganglionic blocking agents or with 
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hydralazine. The mean severity index was 7.7 before 
the substitution of mecamylamine and was nearly the 
same (7.3) at the end of the study period. The average 
supine diastolic pressure in this group actually in- 
creased 1 mm. Hg (2%). The mean daily dose of the 
drug was 51 mg. 


SEVERITY 
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Ganglion blockers 


Changes in total severity index and blood pressure severity units observed 
in 15 patients with severe hypertension prior to and during one month of 
treatment with mecamylamine. Group A: prior treatment with hydralazine; 
group B: prior treatment with ganglionic blocking drugs. Single cross 
hatching indicates average supine diastolic pressure severity units. 


Administration of Mecamylamine with Hydralazine. 
—Hydralazine (200 to 600 mg. daily) was added to the 
regimen of five patients (cases 36 through 40) who had 
been receiving mecamylamine alone for periods of one 
to two months. Only one patient had shown a good 
hypotensive response to the drug. The combination 
was used because the response to mecamylamine was 
inadequate and/or in the hope of diminishing side- 
effects by decreasing mecamylamine dosage. Improve- 
ment in control was obtained in three patients, in 
whom supine diastolic pressure was reduced by a 
mean of 18 mm. Hg, but a large reduction of meca- 
mylamine dosage was possible in only one patient. 
One patient, who had shown a moderate response to 
mecamylamine alone, had no further effect from the 
addition of hydralazine, and the condition of one pa- 
tient was resistant to both drugs, alone or in combina- 
tion. The one patient whose mecamylamine dosage 
was substantially decreased experienced correspond- 
ing relief from its side-effects, but in the others the 
side-effects of hydralazine were merely added to those 
of mecamylamine. 

Comparison of Mecamylamine Therapy with Pre- 
vious Treatment.—Substitution of mecamylamine for 
hydralazine in five patients reduced the average supine 
diastolic pressures significantly in three, caused no ap- 
preciable change in one, and increased the average 
pressure in another (see figure). The over-all severity 
index in this small group was reduced from 6.0 to 4.9 
after treatment for one month. Mecamylamine was 
substituted for another ganglionic blocking agent 
(hexamethonium, pentolinium tartrate, or chlorisonda- 
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mine chloride) in 10 patients. After a month of therapy 
with mecamylamine, the average supine diastolic pres- 
sure in three had been reduced 15 mm. Hg or more 
(average 17 mm. Hg) below previous levels. The pres- 
sure averages remained approximately the same in 
five and were actually higher in two patients, so that 
there was no significant change in the average for the 
group. The total severity index averaged 8.1 before 
mecamylamine was given and was insignificantly 
changed (average 7.8) by its use for one month. 

The observations do not show that mecamylamine 
is commonly much more effective in reducing diastolic 
hypertension than other ganglionic blocking agents. 
The observed improvement in depressor responses to 
mecamylamine was attributable more to the vigorous 
and meticulous control attainable by admitting the 
patient to the hospital than to the drug as such. All of 
the 10 patients had taken other ganglionic blocking 
drugs for a year or more, were skilled and confident in 
problems of self-medication, and had adjusted to their 
uncomfortable side-reactions. Five of them noticed 
little or no appreciable benefits of mecamylamine over 
the ganglionic blocking agent previously taken. Three 
patients definitely felt that blood pressure control was 
smoother and more predictable with mecamylamine 
and that side-effects, particularly constipation, were 
somewhat less severe. One patient (case 31) preferred 
pentolinium, stating that bouts of disabling orthostatic 
hypotension were less frequent; another patient (case 
29) noted apprehension while taking mecamylamine 
and rejected it in favor of chlorisondamine, which had 
previously controlled her blood pressure. 


Side-Effects 


Of 35 patients, only one took mecamylamine in 
therapeutic doses without significant symptoms due to 
ganglion blockade. Of the 34 patients who had symp- 
toms, 28 (80%) were uncomfortable but were able to 
continue the medication, while 6 (17%) were so dis- 
abled by side-effects that administration of the drug 


TABLE 4.—Severity and Nature of Side-Effects in Thirty-Five 
Hypertensive Patients Treated with Mecamylamine 


Patients 
| 
No. % 
Degree of Severity 
Nature 


was discontinued. Symptoms usually persisted through- 
out the treatment period but were ordinarily either 
adequately controlled by other measures (bethanecho! 
[Urecholine] chloride, laxatives, leg bandaging) or 
were finally tolerated without undue complaint. The 
character and incidence of these symptoms are given 
in detail in table 4. The severity of the side-effects was 
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usually directly related to the amount of drug ad- 
ministered; tolerance to the hypotensive effect of 
mecamylamine with an increase in therapeutically ef- 
fective dosage was almost invariably followed by an 
increase in symptoms. The side-effects in general re- 
sembled those observed during the use of other gan- 
glionic blocking agents (hexamethonium, pentolinium, 
and chlorisondamine). 

Gastrointestinal symptoms were most common and 
troublesome. Eighty-six per cent of the patients 
treated complained of constipation, but these patients 
responded to regular use of magnesium and/or 
emodin cathartics. Recurrent nausea and vomiting 
due to gastric atony occurred in three patients and was 
a factor in the discontinuance of medication in two of 
them. Patients were warned of the hazard of paralytic 
ileus, and this complication has been avoided in all 
patients by the early recognition and control of in- 
cipient intestinal paresis. Dryness of the mouth was 
commonly observed, occurring in 63% of patients, and 
was relieved, in part, by orally or sublingually admin- 
istered bethanechol; dysphagia was a minor complaint 
of one patient and glossitis a disturbing problem in 
two. 

Uncomfortable pupillary dilatation was noted to 
some degree by 66% of patients but was of major con- 
cern in only one; pilocarpine eye drops often gave 
some relief. Bladder atony with urinary retention was 
noted by half the male patients and could be con- 
trolled with administration of bethanechol in most, 
although one patient required transurethral prostatic 
resection. Impotence was not a frequent complaint in 
this group of patients, perhaps because sexual patterns 
had changed during previous therapy with other 
ganglionic blocking drugs; when directly questioned, 
all the males acknowledged its presence in some de- 
gree. 

Disabling postural hypotension was a major factor 
in the discontinuance of therapy in four patients. 
Dizziness and faintness on standing was a common 
complaint in two-thirds of the group but became 
gradually less troublesome in most patients during the 
treatment period, responding to elastic bandaging of 
the legs, to adjustments in amount of drug given and 
changes in time of administration, and to the patient's 
learning to adapt to it. 


Untoward Neuromuscular Complications 


Five of the 35 patients in this study group and 2 
others have shown signs of an unusual neuromuscular 
disorder during treatment with mecamylamine, al- 
though the manifestations in one (case 29) were sub- 
jective and the association with the drug uncertain. 
This complication has been manifested by mental 
symptoms, tremor, and convulsive seizures. These 
were observed in patients who presented evidences of 
diffuse, severe vascular disease, so that the abnormali- 
ties were at first attributed to cerebrovascular damage. 
In one patient, the symptoms were suppressed by 
anticonvulsant drugs, while mecamylamine therapy 
was continued; in four patients remission of symptoms 
tended to occur when mecamylamine therapy was 
discontinued. Similar manifestations had not been 
observed in patients of comparable physical status 
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under treatment with other drugs, which suggested 
that this condition was an unusual complication of the 
use of mecamylamine in patients with severe hyper- 
tensive disease. (This conclusion gained support when 
we were informed by Dr. John R. Beem that like ob- 
servations had been made by Drs. H. Mitchell Perry 
and Henry Schroeder at Barnes Hospital, St. Louis, in 
seven patients with malignant hypertension and ure- 
mia.) Relevant observations in our seven patients are 
tabulated (table 5) and are abstracted below. 


Report of Cases 


Case 32.—This 53-year-old man was noted above as exhibiting 
bouts of diastolic hypertension during mecamylamine treatment. 
These episodes were associated with a persistent state of intense 
anxiety and restlessness and with the development of a coarse 
jerking tremor increased by voluntary effort. Slight remission of 
symptoms occurred when intramuscularly given reserpine was 
substituted for mecamylamine; however, the patient died from 
cerebral hemorrhage one week later. 

Case 20.—This 40-year-old engineer was given pentolinium 
and reserpine because of malignant hypertension with renal 
failure. Substitution of mecamylamine for pentolinium yielded 
an improved response in blood pressure, but, at the end of a 
month, he developed a “trembling feeling,” for which he was 
given phenobarbital. Two months later the tremor had increased 


TaBLeE 5.—Neuromuscular Complications Observed During 
Mecamylamine Therapy 
Cerebrovascular 


Disease, 
Blood Urea, Severity 


Duration Dosage, 
Case Treatment, Av. 


No. Mo. Mg./Day Mg./100 Ml. Index* Presenting Symptoms 
82 1.0 70 102 4.0(8) Anxiety; mild tremor 
20 1.5 30 81 1.5 Anxiety; marked tremor 
4 5.0 30 45 1.0(E) Anxiety; depression; con- 

vulsion; marked tremor 

41 1.0 2 50 3.0(E) Anxiety: convulsion; 

marked tremor 

42 3.0 60 102 2.508) Anxiety: depression; in- 

somnia; dreams; mod- 
erate tremor 

23 12.0 10 180 2.0 Marked tremor 
29 1.0 44 27 3.0(E)(8) Anxiety: mild tremor 


*S= cerebrovascular accident; E = previous episodes of hypertensive 
encephalopathy. 


to the point where the patient was unable to write, and it was 
noted to be aggravated by emotion. The tremor involved all 
muscle groups and suggested to the neurological consultant a 
similarity to chronic (Huntington’s) chorea. Symptoms did not 
subside by discontinuing reserpine therapy. The patient died at 
home of uremia some months later. 

Case 4.—This 43-year-old woman had malignant hypertension 
and was admitted with hypertensive encephalopathy and elec- 
trolyte imbalance, controlled by intravenously given sodium 
nitroprusside’ and _ intramuscularly given hexamethonium. 
Mecamylamine was given for five months, with a favorable 
hypotensive response. At this time she developed increasing 
nervousness and depression and, by the sixth month of therapy, 
rapid, purposeless, irregular movements of the limbs, face, and 
body, increased by emotion and resembling ordinary (Syden- 
ham’s) chorea. Reserpine therapy had no apparent beneficial 
effect, and, shortly after admission to the hospital, she had two 
generalized convulsions. She was given diphenylhydantoin and 
phenobarbital in addition to reserpine and mecamylamine. She 
promptly improved and, at the end of one month, complained 
only of occasional jerky movements of the hands and some diffi- 
culty in writing. 

Case 41.—This 39-year-old woman was admitted with malig- 
nant hypertension, mild ecephalopathy, and congestive heart 
failure, and, as emergency management, was placed on therapy 
with parenterally given reserpine and pentolinium. The glomeru- 
lar filtration rate was 22 ml. per minute. A week later, she was 
given mecamylamine orally; hydralazine was added to the regi- 
men two weeks later. On the fourth week of mecamylamine 
therapy she complained of “jitters,” with involuntary jerking of 
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the hands and arms; four days later, during which time nervous- 
ness increased, she had a grand mal seizure, for which she was 
given sodium phenobarbital intravenously. Subsequent neuro- 
logical examination showed only a coarse tremor of the hands 
and tongue, which the neurological consultant could not asso- 
ciate with any known syndrome. Diphenylhydantoin was given, 
but the tremor increased and was not altered by discontinuing 
administration of reserpine or hydralazine. Two days after the 
convulsion, an electroencephalogram showed frequent paroxysms 
of slow waves and random spikes that were bilateral but not 
always synchronous on the two sides; the pattern was consistent 
with a convulsive disorder. An electromyographic record during 
the fourth week of the disorder indicated electrical silence of the 
muscle groups studied at rest, but, with voluntary effort, poten- 
tials appeared in an increasingly jerky, spasmodic fashion. This 
pattern was different from the normal sustained rise and also 
from the rhythmicity of most tremors; the record was suggestive 
of chorea or other extrapyramidal disease. Therapy with paren- 
terally given pentolinium was substituted for mecamylamine 
therapy and was continued for three weeks, then discontinued, 
and small doses of mecamylamine (10 mg. daily) were once 
again given. During the period of pentolinium therapy, the 
tremor and nervousness gradually diminished, but did not disap- 
pear, and increased slightly during two subsequent weeks on 
mecamylamine therapy. 

Case 42.—This 54-year-old man has severe essential hyperten- 
sion (remission of a former malignant phase having occurred 
during treatment), hypertensive heart disease, small residues of 
a recent stroke, and moderate renal failure. Control of the blood 
pressure with pentolinium and reserpine was only partial, so 
that administration of these was discontinued. Mecamylamine 
therapy slightly improved the blood pressure responses. How- 
ever, three months later the patient complained of anxiety and 
depression, of insomnia, and of inappropriate and distasteful 
thoughts and dreams about his family and friends. He was in- 
creasingly aware of spontaneous jerking movements of the hands. 
On his admission to the hospital, an electroencephalogram 
showed regular, apparently normal rhythms. An electromyogram 
at rest showed spasmodic bursts of normal motor unit potentials, 
with long periods of electrical silence between them. With strong 
voluntary effort, potentials from the motor unit tested occurred 
as a sustained volley, but background disturbance appeared 
spasmodically, with intervening periods of electrical silence; the 
abnormal bursts occurred in no definable rhythm; the pattern 
was considered suggestive of chorea. One week after mecamyla- 
mine therapy was discontinued, the mental changes had all but 
disappeared and the tremor was greatly relieved. An electromyo- 
gram at this time showed sporadic involuntary bursts of po- 
tential that were less numerous than before. 

Case 23.—This 63-year-old man had had remission of the 
malignant phase of hypertension, after treatment with hydra- 
lazine five years ago, and a state of severe essential hypertension 
has persisted since that time, with hypertensive renal (azotemia ), 
cardiac and, presumably, cerebrovascular disease. During the 
past year his blood pressure has been satisfactorily controlled 
with small doses (10 mg. daily average) of mecamylamine. 
However, at the end of one month of treatment he complained 
of intermittent dysphagia, which was most severe at the peak of 
the drug action. This was associated with slurring of speech. In 
the ninth month, the patient had a grand mal seizure, from 
which he promptly recovered and which has not recurred. The 
dysphagia, dysarthria, and the convulsion have been attributed 
to slowly progressive cerebrovascular damage. However, in the 
12th month of treatment with mecamylamine he developed 
jerking, purposeless movements of the limbs and face, which 
increased over three weeks to the point where he found it diffi- 
cult to write or eat. The effects on this of discontinuing meca- 
mylamine therapy are under study. 

Case 29.—This woman, aged 52, had severe essential hyper- 
tension accompanied by repeated attacks of convulsive hyper- 
tensive encephalopathy and, two years previously, by an appar- 
ent cerebral thrombosis. Her response to diphenylhydantoin and 
phenobarbital therapy and to ganglionic blocking agents was 
unsatisfactory, Urea clearance was about 40% of normal. Nine 
days after beginning treatment with mecamylamine she had 
another convulsion. This seizure was indistinguishable from her 
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former convulsive attacks, the last of which had occurred three 
weeks before. Mecamylamine therapy was continued for another 
40 days, during which time she complained of an intolerable 
feeling of fulness in the head, an indescribable apprehension 
and anxiety, and a mild tremor of the hands, all of which she 
associated with the drug. These complaints subsided promptly 
when chlorisondamine was substituted for mecamylamine, al- 
though convulsive attacks have recurred. 


Comment 


Effectiveness.—The primary aim of ganglion block- 
ade in treatment of hypertensive disease is to effect 
decrease in arterial pressure, particularly the diastolic, 
which should be persistent throughout the 24 hours 
and present in the supine as well as the standing posi- 
tion. The average level of supine diastolic blood pres- 
sure is therefore used as the primary criterion of the 
effectiveness of mecamylamine and other antihyper- 
tensive drugs. By the criterion of supine diastolic 
pressure, accepting a level of less than 110 mm. Hg 
as a satisfactory therapeutic response, mecamylamine 
orally is effective in about one-half of patients with 
severe hypertensive disease. All patients who were not 
receiving other ganglionic blocking drugs responded 
initially; those taking such drugs showed varying de- 
grees of cross tolerance. Only about one patient in five 
was found to be, or became, so resistant to the action 
of mecamylamine as to show no decrease in average 
diastolic pressure. About one patient in three showed 
some depressor effect and, usually, temporary remis- 
sion of signs of rapidly advancing vascular disease, 
but the level of control was, in general, inadequate. 
Our experience in this regard corresponds fairly well 
with that of previous observers, except that our per- 
centages of favorable responses are less, presumably 
because our criteria of an adequate response are 
different. 

Of greater interest than the absolute effectiveness 
of mecamylamine is the question of its effectiveness in 
comparison with similar agents. Mecamylamine had 
been adequately characterized pharmacologically as 
a potentially valuable ganglionic blocking agent be- 
fore it was clinically evaluated. The most obvious dis- 
tinction of the drug is that effective oral and parenteral 
doses are nearly the same, whereas those of other 
ganglionic blocking agents are widely different, the 
oral-parenteral effective dose ratio often being 10:1. 
As a result, especially in patients who can be classed 
as responders to mecamylamine, the average oral daily 
dose is small. Within limits, it is hardly significant 
whether a given dose is one of milligrams or grams. 
If it could be shown that the balance between ab- 
sorption, excretion, and metabolism of mecamylamine 
were such that day to day variation in dosage was 
materially less than for other ganglionic blocking 
agents, then mecamylamine would have a distinct ad- 
vantage. This, however, is not our experience. Irregu- 
larities in intestinal absorption are not, therefore, 
major factors in determining the variability of a pa- 
tient’s dosage requirement for a ganglionic blocking 
agent, since it is assumed that mecamylamine is com- 
pletely absorbed, and the main determinant is seen to 
be variations in vascular responsiveness to the drug. 
Thus, what had been assumed to be a major advantage 
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of mecamylamine is not fulfilled in practice. Never- 
theless, some therapeutic advantage of mecamylamine 
remains, since effective oral and parenteral dosages 
are approximately equal. 

Side-Effects.—The use of mecamylamine would also 
be clearly advantageous if it could be shown to elicit 
less of the extravascular effects of ganglion blockade 
than other agents of this sort. Unfortunately, this is not 
true. The side-effects correspond in all respects to 
those of other agents, except that possibly the large 
volume of distribution and relatively long duration of 
action of mecamylamine may tend to render some of 
them less intense during the first hours after taking 
the prescribed dose. 

Neuromuscular Disorder.—The syndrome of jerky 
involuntary movements of muscle groups, particularly 
of the hands and arms, which suggested chorea to 
some observers and which was commonly accom- 
panied by anxiety and also by bizarre mental aberra- 
tions in one or possibly two patients, and by convulsive 
seizures in two others, is described above. All these 
patients but one (case 29) were, or had been, in the 
malignant phase of hypertension; two had had strokes 
before, and one died from cerebral hemorrhage shortly 
after the syndrome became evident; three patients 
had experienced hypertensive encephalopathy. Thus, 
five of the seven patients had sustained hypertensive 
cerebrovascular damage that may have contributed to 
their susceptibility to this disorder. The association 
with renal failure is not as constant; only four of our 
seven patients showed noteworthy increases in blood 
urea concentrations, although all showed some evi- 
dences of renal damage, with rates of renal blood flow 
and glomerular filtration rate substantially less than 
normal. The one patient with a normal blood urea 
level is also the one (case 29) in whom the relation of 
the complaints to the drug is least convincing. 

The degree of concern that may be attached to 
this complication is not entirely clear. The usual pre- 
senting symptoms of anxiety and tremor should not, 
at least in their initial phases, be particularly disturb- 
ing. However, the advance of these phenomena im- 
poses a real disability, particularly when there are 
associated major convulsive seizures and disturbing 
mental changes. Consequently, it would seem advis- 
able that patients taking mecamylamine be observed 
for involuntary choreiform movements and be ques- 
tioned as to their psychic state, so that some other 
agent can be substituted for mecamylamine should 
such symptoms appear. 

No explanation can yet be offered for this complica- 
tion. The fact that mecamylamine is distributed in 
more than extracellular fluid volume suggests that it 
not only may act on the surfaces of the synapses, as do 
other ganglionic blocking drugs, but may diffuse into 
nerve cells as well. Indeed, the greater activity of 
mecamylamine than of other ganglionic blocking 
agents in inhibiting nicotine-induced convulsions is 
interpreted as evidence of a direct central nervous 
system action.” Such a localization of the drug might 
give rise to untoward phenomena, especially in the 
presence of focal cerebral ischemia and damage. 
Retrospectively, the syndrome recalled that of lithium 
intoxication in patients on low-sodium diets,’ which 
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was also associated with diffuse involuntary move- 
ments of skeletal muscle and, in some patients, with 
mental changes. The lithium syndrome differed, in 
that there was hyperreflexia and a tendency for fibril- 
lary movements of skeletal muscles, both explained on 
the direct action of lithium on cell membranes -of 
muscle and nerve. The mecamylamine syndrome is 
more suggestive of subcortical excitation. In principle, 
it would seem unlikely that such would be a direct 
action of the drug itself. Thus, the tremor described 
in toxicity tests of the drug is more probably attrib- 
utable to neuromuscular block than to excitation. 
However, it is recalled that the drug is apparently 
metabolized in part and that its camphane nucleus 
may relate some of its possible metabolites to known 
excitatory agents. The accumulation of such products 
may be enhanced by renal damage and, in patients 
sensitized by cerebral vascular damage, might be a 
basic mechanism in this unusual complication. 


Summary 


Mecamylamine is a ganglionic blocking drug that 
has long duration of action and is apparently com- 
pletely absorbed from the intestinal tract. It was 
effective in treatment in about one-half of a group 
of 35 patients with severe hypertensive disease, given 
average doses of about 25 mg. over periods of 1 to 
12 months. In comparison with other ganglionic 
blocking agents, it is effective in smaller doses, is no 
more effective in reducing average blood pressure 
levels, and shows about the same variability of dos- 
age from day to day. Side-effects are also similar, 
although possibly less intense during the first hours 
after a single oral dose. The therapeutic advantage 
is therefore small and lies mainly in the predict- 
ability of intestinal absorption. 

Neuromuscular disorders were observed in seven 
patients taking this drug and took the form of anx- 
iety associated with jerky, choreiform movements. 
Such symptoms may constitute a delayed, unusual 
toxic effect. Remission occurred in four patients, in- 
cluding one with definite mental aberrations and one 
who had convulsive seizures, when mecamylamine 
therapy was discontinued, and one patient responded 
to the use of anticonvulsive drugs. The symptoms 
in one patient were primarily subjective, and the 
association with use of the drug was less definite 
than in the other six. All these patients had sustained 
diffuse hypertensive cerebral and/or renal vascular 
damage, with azotemia present in four and strokes 
or encephalopathy as evidence of cerebral disease. 

The possibility is suggested that some degradation 
product of mecamylamine may cause central nerv- 
ous system excitation in such patients. It therefore 
seems desirable not to prolong the use of large doses 
of this drug in patients of this type and to observe 
them carefully for symptoms of this disorder, sub- 
stituting another ganglionic blocking drug for meca- 
mylamine as occasion arises. 

2020 E. 93rd St. (6) (Dr. Schneckloth ). 

The mecamylamine and bethanechol chloride used in this study were sup- 


plied by Merck Sharp & Dohme Research Laboratories, Division of Merck & 
Co., Inc., West Point, Pa. 
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EFFECT OF CORTISONE IN ORCHITIS OF EPIDEMIC PAROTITIS (MUMPS) 
Capt. George C. Risman (MC), U. S. Army 


Epidemic parotitis is a benign self-limited disease 
that attains clinical significance because of its high 
incidence and morbidity and the complications thot 
frequently result, such as meningoencephalitis, p in- 
creatitis, orchitis, and mastitis.' The prophylactic and 
therapeutic treatment of orchitis and epididymo- 
orchitis has been the subject of many reports. Among 
the agents used have been chlortetracycline,’ chlor- 
amphenicol,* oxytetracycline,** _diethylstilbestrol,* 
streptokinase,” convalescence serum,® and gamma 
globulin from pooled mumps convalescence serums."” 
Except for gamma globulin from pooled mumps con- 
valescence serums, none of these regimens have been 
generally accepted, nor have they been proved to be 
efficacious in either the prophylaxis or the treatment 
of orchitis. Recent reviews have adequately discussed 
the incidence and pathogenesis of orchitis and sum- 
marized the conflicting data of treatment.’ Recent re- 
ports have suggested the efficacy of the steroid hor- 
mones in the treatment of orchitis.* In five of six 
cases observed by Solem,’ the administration of 100 
I. U. of corticotropin (ACTH) was thought to have 
resulted in dramatic relief of symptoms and signs. 

This report presents five cases of orchitis secondary 
to mumps that were treated with cortisone. All five 
patients were soldiers and were treated in the hospital. 
Routine laboratory studies, consisting of a complete 
blood cell count, urinalysis, cardiolipin microfloccu- 
lation test for syphilis, and roentgenogram of the 
chest, were within normal limits in all cases. All pa- 
tients were treated with complete bed rest except for 
bathroom privileges, a diet of choice, scrotal suspenso- 
ry, and aspirin and barbiturate sedation as needed. 


Report of Cases 


Case 1.—A male, aged 42 years, was admitted to the hospital 
with bilateral parotitis of one day’s duration. Physical examina- 
tion revealed bilateral parotitis of moderate degree and a tem- 
perature of 99.4 F (37.4 C). The serum amylase value was 63.5 
mg. per 100 cc. (Somogyi). On the third hospital day, the 
patient’s temperature rose to 100 F (37.7 C) and he complained 
of pain in the left testis. The testis was swollen to about twice 
normal size and was dusky red in color and acutely tender. 
Cortisone was administered orally, 75 mg. every six hours for 


From the Medical Service, U.S. Army Hospital, Fort Jackson, S. C. 


¢ Epididymo-orchitis occurs in about 18 to 35% of 
cases of mumps. Orally given cortisone was used to 
trea: five patients with this orchitis; 300 mg. was ad- 
ministered for the first day, then at least 100 mg. 
a day for three days or more was used for main- 
tenance, followed by the usual gradual withdrawal 
period. Significant symptomatic relief, evidenced 
by less pain and tenderness, occurred within 24 
hours, but the duration of the infection and febrile 
response was apparently not shortened on the ini- 
tially affected side. The subsequent contralateral 
orchitis, which occurred in three of the five cases, 
did appear milder and of shorter duration. 


four doses, and then dosage was maintained at 50 mg. every 
six hours for three additional days, after which the drug was 
gradually withdrawn (fig. 1). Within 24 hours the pain and 
swelling were both markedly reduced. On the fifth hospital day 
the right testis became swollen and patient complained of pain. 
However, these symptoms were much less marked than those 
noted earlier. Despite marked symptomatic well-being, the pa- 
tient’s temperature spiked daily to 103 F (39.4 C) for four days, 
and profuse diaphoresis was noted. On the ninth hospital 
day (the seventh day of orchitic symptoms), the temperature 
fell by crisis and remained normal. Testicular swelling gradually 
subsided after administration of cortisone, but the testes did 
not return to normal size until the 10th hospital day (8th day 
after onset of symptoms ). 


In this case marked improvement in symptoms was 
noted after the administration of cortisone. An orchitis 
on the opposite side, however, developed 48 hours 
after treatment was started. There was no apparent 
effect on the duration nor on the degree of febrile re- 
sponse, and the resolution of orchitis was not signifi- 
cantly accelerated by cortisone. 


Case 2.—An 18-year-old male was admitted to the hospital 
with bilateral parotitis of one day’s duration. Physical findings 
were normal except for enlarged parotid glands bilaterally. His 
temperature was 99 F (37.2 C). The patient’s temperature was 
normal until the fifth hospital day, when it rose to 104.4 F (40.2 
C), coincidental with mild swelling and severe pain in the left 
testis (fig. 2). Cortisone was administered orally as follows: 75 
mg. every six hours for 4 doses, 50 mg. every six hours for 12 
doses, and gradual withdrawal in the ensuing three days. Within 
24 hours there was significant diminution of pain, but little effect 
was shown on the fluctuating fever (fig. 2). No significant 
effect on the testicular swelling was observed, On the eighth hos- 
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pital day, the right testis became slightly swollen and mildly 
painful. The signs and symptoms were less marked than those 
on the opposite side. Complete subsidence of swelling and pain 
bilaterally was noted on the 11th hospital day. 


Considerable improvement of the local signs and 
symptoms was observed in this case after treatment 
was started, but complete resolution required six days. 
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Fig. 1.—Chart of patient in case 1. Note the development of contralateral 
orchitis during cortisone therapy and the persistence of fever. 


The fever was unaffected and persisted for four days. 
Three days after the onset of therapy, orchitis that was 
of mild degree developed in the opposite testis and 
lasted four days. 


Case 3.—A male, aged 20, was admitted to the hospital with 
parotitis on the right of one day’s duration. Physical examination 
was normal except for finding of enlargement of the right parotid 
gland to about twice normal size. On the sixth hospital night the 
patient’s temperature rose to 100 F and he complained of pain 
in the left testis. On the following day the patient’s temperature 
was 102 F (38.8 C) and the testis was enlarged, red, hot, and 
acutely tender. Cortisone was administered orally as follows: 75 
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Fig. 2.—Chart of patient in case 2, showing fluctuating course of fever 
during administration of cortisone. 


mg. every six hours for four doses, 50 mg. every eight hours 
for three doses, 75 mg. every eight hours for four days, and 
gradual withdrawal in the ensuing three days. A mild reduction 
in swelling and marked decrease in pain were noted in 24 hours. 
His temperature continued to spike to 102 F daily (fig. 3). On 
the 10th hospital day the right testis became swollen and painful. 
At this time the patient was receiving 225 mg. of cortisone daily. 
The left testis returned to normal size after seven days, while the 
right testis became free of swelling five days after onset of 


symptoms. 


J.A.M.A., October 27, 1956 


A significant symptomatic response to cortisone oc- 
curred in this case. However, neither the fever nor the 
testicular swelling was significantly affected. Cortisone 
did not prevent the appearance of contralateral orchi- 
tis but appeared to ameliorate the severity of its symp- 
toms. 


Case 4.—A 21-year-old male was admitted to the hospital 
with bilateral parotitis of one day’s duration. Physical examina- 
tion was otherwise normal. The patient’s temperature was 99.5 F 
(37.5 C). The serum amylase level was 112 mg. per 100 cc. 
(Somogyi). A single temperature elevation to 104 F occurred 
on the second hospital day, but no abnormal findings were 
noted. On the fifth hospital day his temperature rose to 103.5 F 
(39.7 C) and bilateral orchitis was noted. Cortisone was admin- 
istered as follows: 75 mg. every six hours for four doses, 50 mg. 
every six hours for four doses, and 25 mg. every six hours for 
the following two days. Symptomatic response was excellent, but 
persistence of slight testicular swelling was noted bilaterally. On 
the 10th hospital day, while cortisone was still being adminis- 
tered, the right testis increased in size and became more painful, 
coincidental with a rise in temperature. Dosage was increased to 
75 mg. every six hours. A remission of signs and symptoms was 
noted on the next day, after which cortisone was gradually with- 
drawn. Both testes became normal in size on the 12th hospital 
day, and fever fell by lysis on the 13th day. 


The symptomatic response to cortisone in this case 
was comparable to that in preceding cases. However, 
a relapse of fever and an increase in testicular swell- 
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Fig. 3.—Chart of patient in case 3, showing occurrence of contralateral 
orchitis four days after cortisone therapy was begun. 
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ing and pain occurred while the patient was receiving 
100 mg. of cortisone daily. A remission of symptoms 
appeared to be related to an increase in dosage. 


Case 5.—A 28-year-old male was admitted to the hospital with 
known exposure to mumps and parotitis on the left of one day’s 
duration. On physical examination, findings were normal, except 
for the enlargement of the left parotid gland and a temperature 
of 99.5 F. On the third hospital day the right parotid gland be- 
came enlarged and the patient’s temperature rose to 101 F 
(38.3 C). On the fifth hospital day orchitis developed on the 
right. Every six hours, 75 mg. of cortisone was given, and this 
dosage was continued for the next three days ( fig. 4). Symptoma- 
tic improvement resulted, although no significant resolution of 
testicular swelling was noted. On the sixth hospital day the testis 
was more swollen, tense, and turgid but less painful. Fever con- 
tinued, with daily elevations of the temperature to 103 F, but 
fell by crisis on the eighth hospital day. The testicular swelling 
gradually subsided during the ensuing four days. Withdrawal of 
cortisone was begun on the 8th hospital day and completed on 
the 12th hospital day. Loss of normal turgor and some softening 
were noted on the 11th hospital day. 


Within 24 hours after cortisone was given, signifi- 
cant, but incomplete, relief of pain was observed in 
this case. Fever persisted for four days and testicular 
swelling persisted for six days, despite large doses of 
the steroid. 
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Comment 


The incidence of epididymo-orchitis as a complica- 
tion of epidemic parotitis has ranged from 18 to 35% 
in different series.’° While testicular atrophy occurs in 
35 to 50% of the patients, the occurrence of sterility is 
thought to be low.’* The multiple therapeutic agents 
used in the treatment of orchitis attest to the failure of 
any one to be significantly effective. No prophylactic 
therapy except gamma globulin from mumps convales- 
cence serums has been found effective in reducing the 
incidence of orchitis.°° The administration of estro- 
genic substances in various doses has not reduced the 
incidence of orchitis, although Hoyne and co-work- 
ers “* reported its efficacy. In their report, seven pa- 
tients given 2 mg. of diethylstilbestrol three times a 
day did not develop orchitis. However, the small size 
of the series and the inherent variability of the disease 
vitiate any conclusions. Other reports"’ including larger 
number of patients have not confirmed these observa- 
tions. Therapeutically, however, estrogenic substances 
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Fig. 4.—Chart of patient in case 5, showing febrile course while on 
cortisone therapy. 


have been found to ameliorate the severity of symp- 
toms in many cases.* Various antibiotics, such as chlor- 
tetracycline and chloramphenicol, have also been used, 
with dubious and inconsistent results.’* 

No reports on the prophylactic use of the steroid 
hormones or the adrenocorticotropic hormone are 
known to me. However, several statements of their 
therapeutic effectiveness in symptomatic treatment are 
available.* Solem *® noted the dramatic subsidence of 
acute inflammation and swelling within 24 hours after 
administration of 100 I. U. of adrenocorticotropic hor- 
mone in five of six cases. In these instances, however, 
corticotropin was not administered until the third or 
fourth day after the onset of orchitis. The possibility 
of a normal resolution unaffected by therapy occurring 
four days after onset of symptoms must be considered. 
In one case a relapse occurred that responded to a 
second dose of corticotropin on the sixth day. 

The use of cortisone in my experience did not afford 
as salutary or dramatic relief as the previous use of 
corticotropin had indicated. In the five cases presented, 
significant, but incomplete, relief was obtained within 
24 hours. While the severity of symptoms was mark- 
edly reduced, no effect on the duration or degree of 
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fever was noted. The pathogenesis of the infection 
also was not affected, varying from five to eight days. 
Three patients developed contralateral orchitis while 
receiving 100 mg. or more of cortisone daily. In these 
cases the duration and severity of the contralateral 
orchitis appeared to be ameliorated. It is apparent that 
the use of cortisone is indicated only for subjective 
relief and that it does not affect the course of the dis- 
ease. 
Summary and Conclusions 


Five patients with orchitis secondary to epidemic ° 


parotitis (mumps) were treated with cortisone. Treat- 
ment varied but in all cases was commenced with 300 
mg. given orally on the first day symptoms were ob- 
served and was maintained with 100 mg. or more daily. 
Significant amelioration of pain and tenderness oc- 
curred within 24 hours, but the duration of swelling 
was unaffected. Cortisone neither shortened the course 
of ipsilateral orchitis nor affected the degree of febrile 
response. Cortisone did not prevent the occurrence of 
an orchitis on the opposite side, which developed in 
three patients while they were taking large doses. 
Symptoms in the contralateral testis were milder, and 
the duration of inflammation was shorter. No adverse 
sequelae attributable to cortisone were noted during 
or following this short-term period of therapy. The 
course of parotitis did not appear affected by the ad- 
ministration of the hormone. Cortisone can be added 
to the therapeutic armamentarium for orchitis of epi- 
demic parotitis. Its usage, however, provides only 
symptomatic relief. All the attendant risks of steroid 
therapy must be borne in mind during its administra- 
tion. 


430 Queen St., Columbia, S. C. 
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INFLUENCE OF HEART DISEASE ON SURGICAL RISK 


Jacob B. Dana, M.D. 


and 


Robert L. Ohler, M.D., Togus, Maine 


For many years, the impression prevailed among 
physicians that the presence of organic heart disease 
increased to a considerable degree the risk in patients 
undergoing surgery. Within the recent past, several 
contributions to the medical literature have served to 
dispel this impression. Proger ' in 1955 reported on the 
results in some 500 patients with arteriosclerotic heart 
disease undergoing major surgery and found a mor- 
tality rate of approximately 1%. This compared favor- 
ably with the mortality rate in patients without heart 
disease undergoing comparable surgical procedures. In 


a more recent review of the problem of surgical risk, - 


Moyer and Key * stated that, as more surgical experi- 
ence is gained with patients having pulmonary or 
cardiac diseases, these diseases have become less 
important as determinants of operative risk. Several 
years ago we undertook this clinical study to help us 
judge the accuracy of the decisions of the internists 
in our own hospital regarding operative risk in pa- 
tients with heart disease. In an aging population such 
as one finds in a veterans hospital, this is a problem 
of great magnitude. 


Material and Methods 


The patients studied were those in our hospital (all 
male veterans) known to have had heart disease who 
were subjected to major surgery from January, 1950, 
through February, 1955. The patients ranged in age 
from 23 to 85 years, with an average age of 60.9 years. 
There were 101 patients who underwent a total of 134 
operative procedures. In the first 30 days, there were 
10 deaths, 3 of them cardiac, and 29 cardiorespiratory 
complications. The most common surgical procedure 
in this series was repair of inguinal hernia, carried out 
22 times. There were, in addition, 15 transurethral 
prostatic resections, 14 lumbar sympathectomies, 12 
leg amputations, and 8 each of cholecystectomies, su- 
prapubic prostatectomies, and subtotal gastrectomies. 
The remainder constituted a variety of surgical pro- 
cedures. Table 1 shows the etiological types of heart 
disease encountered and the groups in which post- 
operative deaths occurred. There were 72 patients who 
had arteriosclerotic heart disease alone or in combina- 
tion with other etiological types. The majority of the 
remaining patients had either hypertensive or rheu- 
matic heart disease. 

Anesthesia.—The relation of anesthesia to the post- 
operative mortality and postoperative course is of 
interest. In this series, spinal anesthetics were used in 
68% of the operations. It is considered that the use of 
spinal anesthesia may have contributed to the death 
of two patients in this series. A third death was due to 


From the Veterans Administration Center. 
Read before the Ninth Clinical Meeting of the American Medical Asso- 
ciation, Boston, Nov. 30, 1955. 


¢ The risk involved in surgical operations on patients 
with heart disease was studied in 101 patients under- 
going 134 operations, and the results were compared 
with those from a series of 69 surgical patients free 
from heart disease. The mean ages of the two groups 
were 61 and 49 years respectively. The gross mortal- 
ity rates in the two groups were 7.4% and 1.4%, 
and the rates of incidence of cardiovascular and 
respiratory complications were 21.6% and 5.6% 
respectively: The risk for the cardiac patient was 
therefore greater, but it was not excessive. Patients 
having an abnormal electrocardiogram as the only 
cardiac finding and those having hypertensive heart 
disease or a combination of hypertensive and arteri- 
osclerotic heart disease had no cardiac deaths and 
suffered no cardiorespiratory complications, but pa- 
tients with anginal syndrome had a 7% cardiac 
death rate and a 35% incidence of cardiorespiratory 
complications. The history is of prime importance in 
determining the magnitude of the risk, and careful 
attention to preoperative care, surgical and anes- 
thetic technique, and postoperative care is needed. 


laryngospasm occurring during spinal anesthesia. The 
use of spinal anesthetics in patients with coronary 
disease has been the subject of a separate study, to 
be reported elsewhere.* 


Mortality and Complications 


In 134 operative procedures, there were 10 deaths 
within the first 30 postoperative days, an over-all mor- 
tality rate of 7.4%. Three of these deaths were consid- 
ered to be cardiac, a cardiac death rate of 2.2%. 
Cardiac deaths followed a cervical sympathectomy, a 
leg amputation, and exploratory laparotomy. Table 1 
shows the types of heart disease from which the pa- 
tients who died suffered. Brief reports on the patients 
considered to have suffered cardiac deaths follow: 


Case 1.—A 53-year-old male with rheumatic and arterioscle- 
rotic heart disease with aortic stenosis and insufficiency, atrial 
fibrillation, and a history of congestive heart failure was admit- 
ted because of cardiac decompensation. Emergency popliteal 
embolectomy was followed by gangrene of the involved extrem- 
ity, requiring a midthigh amputation. Four days after amputa- 
tion the patient died suddenly and was found to have a posterior 
myocardial infarction about four days old. 


Case 2.—A 71-year-old male who suffered a myocardial in- 
farction six hours preoperatively underwent an exploratory lapa- 
rotomy for fresh mesenteric artery occlusion. Shortly after induc- 
tion of spinal anesthesia there was a sudden and precipitous fall 
in blood pressure, and the patient died within 12 hours. At au- 
topsy there was evidence of recent myocardial infarction. 


Case 3.—A 61-year-old male died suddenly three days after 
cervical sympathectomy carried out for intractable anginal syn- 
drome. An electrocardiogram provided evidence of postoperative 
posterior myocardial infarction. 
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Deaths considered noncardiac in this series were 
due to carcinomatosis, overwhelming infection, bron- 
chogenic carcinoma, electrolyte imbalance, laryngo- 
spasm, cerebral vascular accident, and generalized 
peritonitis. 

With all complications occurring during the first 30 
postoperative days considered, 84 (63%) of the opera- 
tions were not followed by complications. Twenty-nine 
(21.6%) were followed by cardiovascular or respira- 
tory complications and 20 (15%) by surgical compli- 
cations only. Table 2 lists the cardiovascular and 
respiratory complications and the complications that 
were considered to be of surgical origin and unrelated 
to heart disease. Certain of the patients suffered more 
than one complication. 


“Risk Rate” 


As there were in our series only 13 instances of 
rheumatic heart disease uncomplicated by coronary 
disease, we have used the figures of Morrison * along 
with our own figures for the two major types of heart 
disease encountered in this series (table 3). We had 
72 patients with arteriosclerotic heart disease alone or 
in combination with other types undergoing 96 opera- 
tive procedures, with 10 deaths from all causes, a 


TaBLeE 1.—Etiological Types of Heart Disease 
Patients, Deaths, 
No. No. 
61 


Arteriosclerotic, with arterial hypertension.............. 


wa 


* Both due to heart disease. 
+ Due to heart disease. 


death rate of 10.4% and a complication rate of 24%. 
We have used the term “risk rate,” coined by Morrison, 
which is the sum of the death rate and the complica- 
tion rate. The risk rate in our patients with arterio- 
sclerotic heart disease, including those with conditions 
having combined etiologies, was 34%. The figures of 
the hypertensive group are of interest, in that there 
were 13 patients undergoing 21 operations, with no 
deaths and no complications. 

Controls.—For comparison, a series of 69 consecutive 
patients without heart disease undergoing similar 
operations was studied from the point of view of 
mortality and cardiovascular or respiratory complica- 
tions. Ages ranged from 29 to 82, averaging 49 years. 
In this group, there were no cardiac deaths and there 
was a single noncardiac death (1.4%). There were 
four cardiovascular or respiratory complications (5.6%): 
one case each of atelectasis and thrombophlebitis 
occurring in patients undergoing repair of inguinal 
hernia, one case of thrombophlebitis in a patient who 
had undergone a suprapubic prostatectomy, and one 
pulmonary infarction in a patient who had had a 
subtotal gastrectomy. 
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Risk Rate According to Type of Heart Disease.—In 
an attempt to evaluate the prognostic significance of 
several of the more common manifestations and etio- 
logical types of heart disease, the mortality and compli- 
cation rates in these groups were studied. It is to be 
noted that several patients have been included in more 
than one of the following categories. There were 19 


TABLE 2.—Complications Occurring in the First 30 Days 
After 134 Operations 


Cardiorespiratory No. 
Myocardial 8 
6 

Surgical 
1 


patients with a history of congestive heart failure, all 
compensated at time of operation, and they underwent 
26 operative procedures. The majority of these patients 
had arteriosclerotic heart disease. No complications 
followed 18 of the procedures. There was one cardiac 
death, and there were seven cardiovascular or respira- 
tory complications, which included one case each of 
coronary insufficiency, myocardial infarction, pulmo- 
nary edema, atelectasis, and pneumonia. There were 
two cases of pulmonary infarction. 
Twenty-six patients who had had old myocardial 
infarctions underwent a total of 38 operative proced- 
ures. There were four deaths, all of which were non- 
cardiac. Twenty-six of the operative procedures were 
uncomplicated. There were 12 cardiovascular or res- 


TABLE 3.—Deaths and Complications According to Etiology of 
Heart Disease in the Present Series and in Morrison's Series 


Present Series Morrison* 


“ arterio- Hyper- Rheu- Arterio- 
sclerotic tensive matic sclerotic 


Patients, no. ........ pduvecesveceseses 72 13 150 
BBs 96 21 189 485 
BO. 10 0 7 72 
Complication rate, % ............05: 24.0 0 3.7 4.3 


* Data from Morrison.‘ 


piratory complications in the remaining patients, in- 
cluding one each of atrial fibrillation, postoperative 
dyspnea of unknown cause, atelectasis, and cerebral 
vascular accident and two cases of coronary insuff- 
ciency, two of pneumonia, and four of pulmonary 
infarction. There were five patients with myocardial 
infarctions that had occurred less than six weeks pre- 
operatively. These patients underwent a total of five 


4 
56 
| 
Old infarctions 2B 5 
ry 
Rheumatic and 
a 
l 
al 
al 
wi 
or 
ll 
I- 
e 


880 SURGICAL RISK—DANA AND OHLER 


operative procedures, and in this group two deaths 
resulted, both of which were considered to be cardiac 
deaths. The course of two of the three surviving pa- 
tients was complicated by coronary insufficiency. 

There were 28 patients with a history of anginal 
syndrome or coronary insufficiency who underwent 
a total of 37 operative procedures, which resulted in 
six postoperative deaths, two of which were cardiac. 
Twenty-three of the operations were not followed by 
cardiovascular or respiratory complications. There 
were 13 of these complications in the remaining pa- 
tients, including one each of pulmonary edema, atrial 
fibrillation, atelectasis, and postoperative dyspnea of 
unknown cause. There were, in addition, four myo- 
cardial infarctions, two cases of coronary insufficiency, 
and three cases of pulmonary infarction. There were 10 
patients with asymptomatic arteriosclerotic heart dis- 
ease diagnosed by electrocardiogram only who were 
subjected to a total of 10 operative procedures. The 
only death was noncardiac, and there were no cardio- 
vascular or respiratory complications. 

Eight patients with arterial hypertension and arterio- 
sclerotic heart disease withstood 11 operative pro- 
cedures with no mortality and no cardiovascular or 
respiratory complications. Although this group is too 
small for these findings to be of statistical significance, 
it is of interest that Morrison, in a larger group, also 
found that patients with arteriosclerotic heart disease 
in combination with hypertension did considerably 
better than patients with arteriosclerotic heart disease 
and a normal blood pressure. The significance of these 
findings is not apparent to us at this time. Six patients 
with rheumatic and arteriosclerotic heart disease 
underwent a total of seven operations. There was one 
cardiac death, and there were three cardiovascular or 
respiratory complications, which included one case 
each of myocardial infarction, pulmonary edema, and 
atelectasis. 

Comment 


On the basis of this study it is concluded that opera- 
tive risk in patients with heart disease is not excessive. 
However, the cardiovascular and respiratory compli- 
cation rate is considerably higher than in noncardiac 
patients undergoing comparable surgical procedures. 
In evaluating cardiac patients for surgery, history is 
of prime importance in helping to determine whether 
or not a patient is a good operative risk. The presence 
of dyspnea or anginal syndrome on exertion and the 
degree of exertion necessary to produce these symp- 
toms are probably of greater importance than informa- 
tion provided by physical examination or the electro- 
cardiogram. Preoperative preparation of these patients 
warrants most careful attention. Of particular impor- 
tance is the correction of anemia and the institution of 
measures aimed at restoring the status of cardiac 
compensation. If atrial fibrillation exists, preoperative 
digitalization aimed at controlling the ventricular rate 
is certainly indicated. 

The best available surgical and anesthetic tech- 
niques are required in order that anoxia, shock, and 
wide fluctuations in blood pressure may be avoided. 
Fluid requirements should be carefully determined 
both during and after surgery so that overloading of 
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the circulation, particularly with sodium-containing 
fluids, is avoided. Results in this study indicate that 
these patients are especially susceptible to cardiovascu- 
lar and respiratory complications, the commonest of 
which are atelectasis, thromboembolic disease, and 
postoperative coronary insufficiency. Superior nursing 
care aimed particularly at eliminating the retention of 
tracheobronchial secretions and the development of 
venous thrombosis, as well as frequent careful observa- 
tion by the physician to insure early detection and 
treatment of this complication, is mandatory. The 
liberal use of oxygen therapy and bronchodilators may 
be of great benefit. 


Summary 


One hundred one cardiac patients underwent 134 
major surgical procedures. The gross mortality rate 
from all causes was 7.4%, and the mortality rate di- 
rectly attributable to heart disease was 2.2%. The 
incidence of cardiovascular and respiratory complica- 
tions was 21.6%. In a control series of noncardiac 
patients the mortality rate was 1.4% and the cardio- 
respiratory complication rate 5.6%. The largest group 
of patients, those with arteriosclerotic heart disease, 
had a 3% incidence of cardiac deaths and a surpris- 
ingly high rate of nonfatal cardiorespiratory compli- 
cations (24%). Two out of five patients with fresh 
myocardial infarctions at the time of operation died, 
and there were two cardiorespiratory complications in 
the three survivors. Patients with anginal syndrome 
had a 7% cardiac death rate and a 35% incidence of 
cardiorespiratory complications. Patients with old myo- 
cardial infarctions had no cardiac mortality but a 31% 
incidence of cardiorespiratory complications. Patients 
with a history of congestive heart failure had a 3% 
cardiac death rate and a 27% cardiorespiratory com- 
plication rate. Patients having an abnormal electro- 
cardiogram as the only cardiac finding and those hav- 
ing hypertensive heart disease or a combination of 
hypertensive and arteriosclerotic heart disease had no 
cardiac deaths and suffered no cardiorespiratory com- 
plications. In view of the increased susceptibility of 
these patients to cardiovascular and respiratory com- 
plications, there is a need for the best of preoperative 
and postoperative care and careful attention to the 
details of surgical and anesthetic techniques. 


References 


1. Etsten, B., and Proger, S.: Operative Risk in Patients with Coronary 
Heart Disease, J. A.M. A. 159: 845-848 (Oct. 29) 1955. 

2. Moyer, C. A., and Key, J. A.: Estimation of Operative Risk in 1955, 
J. A.M. A. 160: 853-855 (March 10) 1956. 

8. Ohler, R. L., and Dana, J. B.: Influence of Spinal Anesthesia on 
Surgical Risk in Arteriosclerotic Heart Disease, J. Maine M. A., to be 
published. 

4. Morrison, D. R.: Risk of Surgery in Heart Disease, Surgery 22: 
561-570 (March) 1948. 


Urinary Calculi.—The diagnosis of urinary lithiasis does not end 
the physician’s diagnostic responsibility. It is incumbent upon 
him to determine if a metabolic disease has contributed to the 
formation of the stone. .. . A high index of suspicion, plus a sys- 
tematic investigation by means of a specific history, urine strain- 
ing, examination of the calculus, roentgenogram of the abdomen, 
and appropriate blood studies, may be rewarded by the un- 
covering of a metabolic defect.— R. P. Spencer, Metabolic Dis- 
eases and Urinary Calculi, United States Armed Forces Medical 
Journal, August, 1956. 
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TYPHOID-PARATYPHOID VACCINE WITH CHLORAMPHENICOL IN 
RECURRENCES OF SALMONELLOSIS 


Sister Agnus Therese Simpler, M.D., Sister Maria Corazon Jaramillo, M.D. 


and 


Sister Gilmary Simmons, M.D., Pusan, Korea 


This is a preliminary report of studies still in prog- 
ress on the use of typhoid-paratyphoid vaccine ad- 
ministered with chloramphenicol in an attempt to 
prevent recurrences of Salmonella infections. Due to 
limited facilities and an overwhelming number of 
patients, the studies on these cases are not extensive. 
Furthermore, we have no inpatient service and the 
home visiting program cannot follow up patients as 
closely as desired. However, we hope this report may 
stimulate further studies in centers better equipped to 
evaluate such work. 


Methods and Material 


During the three months of October, November, 
and December, 1955, in our clinic, 74 blood cultures 
and 377 stool cultures were found to be positive for 
Salmonella organisms. In addition, there were many 
reports of Aerobacter that may have been from stools 
containing Salmonella. In our small laboratory, it is 
impossible to isolate every colony on a stool culture, 
and a colony of Aerobacter may be chosen and one of 
Salmonella organisms left, since they are grossly in- 
distinguishable. Clinically active infection occurred in, 
and sufficient data are available on, 48 patients with 
positive blood cultures and 36 with positive stool cul- 
tures. We have included also two patients whose cul- 
ture reports were of Aerobacter but whose clinical 
indications of infection and Widal agglutination tests 
gave us no reason to doubt the origin of the infection. 
This gives a total of 86 patients. 

During the early part of the study, blood cultures 
were made only on those patients whose urine showed 
a positive Ehrlich diazo reaciion. Otherwise a stool 
culture alone was done. This method has proved un- 
satisfactory for screening, as some with negative 
Ehrlich diazo reactions have positive blood cultures 
and vice versa. At present, we have blood culture, 
stool culture, and Widal agglutination tests made 
when the clinical diagnosis is positive. 

The mode of administration of chloramphenicol was 
oral except for an initial parenteral dose in several of 
the most seriously ill patients. Dosage was 500 mg. 
every six hours (2 gm. daily), except in a very few pa- 
tients who received 500 mg. every four hours for the 
first day or two. The dosage for the children ranged 
from 30 to 50 mg. per kilogram of body weight for 24 
hours. At the same time we gave typhoid-paratyphoid 
vaccine, 0.1 or 0.2 cc. daily. (Each cubic centimeter of 
vaccine contained 1 billion Salmonella typhosa organ- 
isms, 250 million S. paratyphi A, and 250 million S. 
paratyphi B.) The chloramphenicol dosage we found 
satisfactory, as fever had decreased, if it was not ab- 
sent, by the end of four days, and it seemed to con- 


From the Maryknoll Sisters Clinic. 


* Salmonellosis in 86 patients was treated with 
chloramphenicol and typhoid-paratyphoid vaccine. 
The chloramphenicol caused the temperature to re- 
turn to normal generally within four days. The fre- 
quency of recurrences depended on the amount of 
vaccine given. The ratios for recurrence were 1:4 
(i. e., 4 out of 16) for patients treated without vac- 
cine, 1:7 in 29 patients treated with less than 
1.5 cc. of vaccine, and 1:20 in 41 patients treated 
with more than 1.5 cc. of vaccine. The combined 
therapy appeared to be a promising means of reduc- 
ing the danger of recurrence. 


tinue to decrease even if the drug was withdrawn. In 
only one case was it found necessary to give a second 
course of chloramphenicol because the fever failed to 
decrease several days after the cessation of therapy. 
The dosage of typhoid-paratyphoid vaccine, on the 
other hand, proved to be inadequate. It was therefore 
increased to 0.3 cc., 0.4 cc., and 0.5 cc. on successive 
days, and then 0.5 cc. was given three times weekly for 
at least a month in adults. The patients may have a 
soreness at the site of injection and a mild rise in fever 
a few hours after the injection, which may be con- 
trolled with the administration of acetylsalicylic acid. 
In no case was it necessary to stop therapy. The intra- 
venous route was not employed. 

Of the 86 patients included in this study, 45 were 
males and 41 females. The ages ranged from 8 months 
to 46 years. One patient was under one year of age, 21 
were in the first decade, 34-were in the second decade, 
9 were in the third decade, and 8 were in the fourth 
decade. In 23 patients blood cultures were positive for 
Salmonella typhosa, in 23 for S. choleraesuis, in one 
for both these organisms, and in one for an as yet un- 
identified organism of the S. paratyphi C group. Stool 
cultures on admission showed S. typhosa in 7, S. chol- 
eraesuis in 24, S. paratyphi A in 3, and S. typhimurium 
in 2. As mentioned above, two patients had clinically 
typical Salmonella infections, with high-titer Widal 
agglutinations for typhoid in one and for S. cholerae- 
suis in the other, despite a report of only Aerobacter 
organisms in the stool culture. 

Length of time since onset of symptoms varied in 
the patients with positive stoo] cultures. Twenty-two 
were tested in the first week, 11 in the second week, 
7 in the third week, 8 in the fourth week, and 2 in the 
fifth week. No time was recorded for one. There were 
two patients in whom only the Widal reaction was 
used for confirmation. The length of time since the 
onset was two weeks in the patient with a culture 
showing S. choleraesuis, and in a patient with a cul- 
ture showing S. typhosa there had been a recurrence. 
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Results 


There were recurrences in 17 patients, of whom 7 
gave a history on admission of previous illness, a latent 
period, and recurrence; while 10 had had recurrences 
after receiving treatment at our clinic. The length of 
time from initial onset to recurrence varied from 2 to 
11 weeks, while that from the end of treatment with 
antibiotics to reappearance of symptoms was six days 
to 6 weeks. However, all recurrences occurred within 
three weeks, except in one case, in which the recur- 
rence occurred at six weeks. It is possible that this was 
a new infection with another member of the Salmonella 
family rather than a real recurrence. Six of the patients 
who were admitted with recurrences had received no 
previous antibiotic therapy and had had latent periods 
of 2 to 10 days, having been back at work or school 
after long illness when the symptoms reappeared. The 
other patient with a recurrence had taken chlortetracy- 
cline, had been well for a week, and then had re- 
lapsed. Of those relapsing after treatment at our clinic, 
nine were treated with chloramphenicol, one with 
tetracycline, and one with a combination of these 
drugs. 

As we felt that the therapy with vaccine and anti- 
biotics was of definite value, and since there are many 
reports on the recurrence rate of Salmonella infections, 
we soon abandoned the plan of giving vaccine to only 
alternate patients. Furthermore, with the high inci- 


dence of salmonellosis, we did not think it necessary 
to use only antibiotic therapy when a recurrence might 


be prevented. In this way we have been able to treat 
a larger number of patients successfully. We thus de- 
cided to continue the study only to ascertain the de- 
gree of effectiveness of vaccine, the ideal dosage, and 
a desirable period of administration. 

On these cases, however, we do have a few statistics 
that seem divergent enough to be of value. In 86 
patients treated with antibiotics, we had 10 patients 
with recurrences while under observation. The recur- 
rences were apparently unrelated to the type of Sal- 
monella infecting, as the types of Salmonella were 
fairly evenly represented. However, there was an in- 
teresting correlation with the vaccine therapy. In 16 
cases treated without vaccine, there were four recur- 
rences; in 29 cases treated with less than 1.5 cc. of 
vaccine, there were four recurrences; and in 41 cases 
treated with over 1.5 cc. of vaccine, there were two 
recurrences. One of the two patients in the last group 
received 1.7 cc. and the other 2.1 cc. of the vaccine. 
The latter was a 3-year-old child in whom the recur- 
rence was diagnosed clinically only. It may have been 
another concurrent infection, but the case was in- 
cluded here as possibly one of recurrence despite vac- 
cine therapy. This gives ratios for recurrence of 1:4 
in patients treated without vaccine, 1:7 in those given 
less than 1.5 cc. of vaccine, and 1:20 in those receiving 
over 1.5 cc. This would seem to prove at least that 
this work is worthy of further investigation. 


The chloramphenicol used in this study was supplied as Chloromycetin 
by Parke, Davis & Company, Detroit. 
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CLINICAL NOTES 


FATAL URETHAN POISONING AFTER TOPICAL 
THERAPY WITH URETHAN 


Lewis L. Levy, M.D. 
and 
Tom Ww. Duke, M.D., West Haven, Conn. 


Urethan (ethyl carbamate) has been used as an 
anesthetic agent in experimental animals for many 
years. It has the advantage of producing satisfactory 
anesthesia without respiratory depression. This prop- 
erty has been put to use in obstetrics.’ Observations 
of its effect on the hemopoietic system and mitotic 
cells has led to its use in the treatment of leukemia’ 
and other malignant diseases.* The cytotoxic action 
of urethan can be responsible for renal and hepatic 
damage in addition to bone-marrow depression and 
sedation. Nausea, vomiting, and anorexia are undesir- 
able side-effects. Reports by Weinstein * and Howe° 
on bacteriostatic action indicate its value in the treat- 
ment of wounds and burns. Howe,’ reporting on the 
toxic effects of topically applied urethan in 67 pa- 
tients, found no hematological changes or evidence of 
liver damage. The amounts used ranged from 30 to 
600 cc. of 10% solution daily for 2 to 19 days. One 
patient received 755 cc. of 10% solution daily for 10 
days. In a group of histories added to the original 
report, he cited a case of a 66-year-old woman who 
became drowsy, disoriented, and nauseated and who 
vomited after 200 cc. of 5% solution had been used 
hourly for 24 hours in bladder irrigations. The symp- 
toms cleared within 24 hours after the drug was with- 
drawn. Two other instances of anemia and leukopenia, 
one fatal, the other temporary, were also added to the 
original report. This case report illustrates the possi- 
bility of absorption of fatal amounts of the drug when 
it is used topically. The initial symptoms were pro- 
found general anesthesia and vomiting. Within a few 
days, bone-marrow depression became evident, and 
the patient succumbed to massive hemorrhage. 


Report of a Case 


A 21-year-old male was admitted to the West Haven Veterans 
Administration hospital on Jan. 11, 1955, for the treatment of 
burns. Two days prior to his admission he sustained first and 
second degree burns of the upper extremities, anterior thorax, 
upper back, neck, and lower face—approximately 30% of the 
total body surface. Initial treatment at another hospital consisted 
of intravenous infusion of plasma, whole blood, and fluids. 
Petrolatum (Vaseline) gauze dressings were applied to the 
burned areas. Initial laboratory studies showed a_ peripheral 
white blood cell count of 12,300 per cubic millimeter, with a 
normal differential count. His urine contained a trace of albumin, 
with a few casts and rare white blood cells. During the first 24 
hours, his urinary output was 60 to 90 cc. per hour, and his 
temperature rose to 101.6 F (38.7 C). He received 600,000 units 
of penicillin twice daily in addition to tetanus toxoid, morphine 
sulfate, and orally given fluids. On Jan. 10, the day after he re- 
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ceived the burn, a débridement was done and petrolatum gauze 
dressings reapplied. The patient was transferred to the West 
Haven Veterans Administration hospital the next day for more 
prolonged care. 

His medical history and a systemic review were not significant. 
Examination on Jan. 11, 1955, revealed that dressings covered 
the described burned parts of a well-developed, well-nourished 
alert young adult male. His temperature was 101.6 F, his pulse 


Fig. 1.—Electroencephalogram taken on Jan. 23, one hour after removal 
of urethan-soaked dressing. Patient was unresponsive. Continuous high- 
voltage 1 to 2 per second waves seen in all leads. This is consistent with 
coma. 1-7, left frontal-left anterior temporal; 2-8, right frontal-right ante- 
rior temporal; 7-18, left anterior temporal-left posterior temporal; 8-14, 
right anterior temporal-right posterior temporal; 13-5, left posterior tem- 
poral-left occipital; 14-6, right posterior temporal-right occipital; 5-3, 
left occipital—left parietal; 6-4, right occipital-right parietal. 


rate was 104 per minute, and his blood pressure was 124/78 
mm. Hg. There were 20 respirations per minute. His hair was 
singed. First and second degree burns were noted on the neck, 
lips, and alae nasi. The throat was slightly edematous. No other 
abnormal physical findings were present. Laboratory data on 
admission were as follows: The white blood cell count was 8,800 
per cubic millimeter, with 66% neutrophils, 30% lymphocytes, 
3% monocytes, and 1% eosinophils. The specific gravity of the 
urine was 1.013, and there was 2+ albumin. Microscopic exami- 
nation of the urine showed 10 to 15 white blood cells per high- 
power field. Treatment consisted of administration of 300,000 
units of aqueous procaine penicillin G twice daily and 0.5 gm. of 
streptomycin once daily. The patient received a regular diet. 

Hospital Course.—On Jan. 12, 1955, the dressings were 
changed in the operating room, with the patient under general 
anesthesia; second degree burns were found on the right upper 
extremity, with marked edema from the finger tips to the axilla. 
Second and first degree burns were present on the left forearm 
and the upper third of the back. There was no edema on the 
left side. Burned areas were washed with hexachlorophene 
(pHisoHex) and sterile saline solution, and dry dressings were 
applied. Although a low-grade fever persisted from the time of 
admission until Jan. 21, the urine became clear of albumin and 
white blood cells. The patient was ambulatory on Jan. 13, and 
he showed no signs of complicating illness. There were no 
changes in his status until Jan. 18, when dressings were again 
changed, with the patient under general anesthesia. The dressings 
were soaked twice daily with a 0.5% solution of acetic acid 
alternated with 2,000 cc. of a 10% urethan solution with penicillin 
added. The patient continued his satisfactory course until Jan. 
21. He was ambulatory, with good appetite and adequate urine 
output. 

Jan. 21 was the first day of toxic manifestations. Dressings 
were again changed, with the patient under general anesthesia. 
During the procedure, the pulse rate increased from 80 to 120 
per minute. He remained drowsy for the next 24 hours. The pulse 
rate varied between 120 and 160 per minute. There was some 
nausea and vomiting. The administration of antibiotics was con- 
tinued. Soaking of the dressings with the acetic acid solution was 
stopped, and the dressings were soaked with the urethan-peni- 
cillin solution every three hours. On Jan. 22, lethargy, nausea, 
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and vomiting persisted. The heart rate remained at 160 per 
minute and the blood pressure was 120/70 mm. Hg. The patient 
became increasingly sleepy, and his pupils were widely dilated 
and reacted sluggishly to light. The abdomen was flat and non- 
tender. Peristalsis was audible. On Jan. 23, the patient was 
areflexic and unresponsive to anything but extreme pain, which 
made him move but slightly. His condition resembled that of a 
patient in deep barbiturate narcosis, except that he had a very 
rapid pulse rate, 160 per minute, and full, deep respirations at 
a rate of 20 per minute. It was then realized that his symptoms 


_ could be the result of a systemic effect of urethan. The urethan- 


soaked dressings were removed and dry ones applied. He had 
been bathed with approximately 28,000 cc. of urethan solution 
containing a total of more than 2,500 gm. of urethan in the 
interval from Jan. 18 to 23. Laboratory examination revealed 
that there were 34,400 white blood cells per cubic millimeter, 
with 96% neutrophils, 3% lymphocytes, and 1% monocytes. The 
hematocrit value was 46%. There was 27 mEq. of carbon dioxide 
and 101 mEq. of chloride per liter of serum. The blood urea 
nitrogen level was 18 mg. and the nonprotein nitrogen level 
38.5 mg. per 100 cc. The patient’s spinal fluid was normal. An 
electroencephalogram taken within one hour of the removal of 
the urethan-soaked dressing showed continuous high-voltage 
1 to 2 per second waves in all leads (fig. 1). This was consistent 
with coma. 

On Jan. 24, the patient could be aroused by the calling of his 
name. He responded accurately to simple questions and was 
oriented. There was marked nystagmus on lateral gaze to either 
side. His pupils were widely dilated and did not react to light. 
Tendon reflexes could not be elicited. In the afternoon, he 
wakened fully. Later in the day his temperature rose to 104 F 
(40 C). His white blood cell count was 24,000 per cubic milli- 
meter, with 94% neutrophils, 4% lymphocytes, and 1% monocytes. 
The hematocrit value was 48%, and the prothrombin time was 
25% of normal (Quick method). The blood urea nitrogen level 
was 63 mg. and the nonprotein nitrogen level 88 mg. per 100 cc. 
There was 27 mEq. of carbon dioxide and 100 mEq. of chloride 
per liter of serum. There was 47% excretion of intramuscularly 
injected phenolsulfonphthalein in two hours. The patient's icteric 
index was 5.6 units. An electroencephalogram, taken 24 hours 
after the previous one, with the patient awake, showed that the 
slow activity was still present (fig. 2). 

On Jan. 25, the patient’s orientation was less accurate than on 
the preceding day. He could not cooperate fully during examina- 
tion. The nystagmus persisted, the conjugate gaze to the right 


Fig. 2.—Electroencephalogram taken on Jan. 24, 24 hours after the first 
one. Patient was awake. Slow activity still present. (See figure 1 for expla- 
nation of numbers. ) 


and to the left was incomplete, and the pupils remained widely 
dilated and fixed. The deep tendon reflexes were barely active. 
Bilateral Babinski signs were observed. The white blood cell 
count was 6,000 per cubic millimeter, with 92% neutrophils, 
5% lymphocytes, and 3% monocytes. The hematocrit value was 
36%, and the prothrombin time was 22% of normal. The blood 
nonprotcin nitrogen level was 81 mg. per 100 cc. There was 
30 mEq. of carbon dioxide and 108 mEq. of chloride per liter 
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of serum. An electroencephalogram was taken, 24 hours after 
the previous one, when the mental status of the patient had 
begun to deteriorate; slow activity was still evident (fig. 3). 

On Jan. 26, the patient was disoriented, preoccupied with his 
discomfort, and difficult to communicate with. Nystagmus was 
still present, but extraocular movements were full in all direc- 
tions. The pupils were less dilated. During the afternoon, he 
became delirious and began to hemorrhage from nose and 
rectum. Wide areas of ecchymosis developed. An electroencepha- 


logram was taken, 24 hours after the third one, with the patient . 


disorientated; the slow activity had not resolved (fig. 4). On 
Jan. 27, the patient gradually lapsed into coma. His blood 
pressure was not obtainable. Hemorrhage was profuse from all 
body orifices. Vigorous efforts were made to balance blood loss 
by transfusion, and a total of 2,800 cc. of whole blood was given. 
Bleeding continued, however, and the patient died at 6 a. m. on 
Jan, 28, 1955. 
Comment 


The clinical findings in this case consistent with the 
previously described systemic effects of urethan were 
(1) profound anesthesia without depressed respiration, 
(2) nausea and vomiting, (3) initial increase in the 
number of white blood cells, with most of them poly- 
morphonuclear, (4) subsequent leukopenia, (5) hemor- 
rhage, (6) renal damage, and (7) hepatic injury. The 


neurological signs, in addition to anesthesia, attributed - 


to the effects of urethan included nystagmus, disorder 
of conjugate eye movements, and the Babinski sign. 
The dilated pupils may have been the result of ad- 
ministration of methantheline (Banthine) bromide for 
control of nausea and vomiting. The terminal delirium 
and coma would be expected with hepatic and renal 
failure. 

To our knowledge, the effect of urethan poisoning 
on the electroencephalogram in man has not been de- 
scribed previously. Observations of electroencephalo- 
graphic changes during urethan narcosis in rabbits 
indicated findings similar to those seen in this case: 


Fig. 3.—Electroencephalogram taken Jan. 25, 24 hours after previous 
record. Mental status of patient had begun to deteriorate. Slow activity still 
evident. ( See figure 1 for explanation of numbers. ) 


high-voltage % to 3 per second waves. In a study of 
anesthetic drugs, French and co-workers* noted sim- 
ilar electroencephalographic changes during barbi- 
turate anesthesia, and they postulate the effect of 
these agents to be on the reticular substance of the 
brain stem. It is conceivable that urethan has similar 
action. The presence of nystagmus and the disorder of 
conjugate eye movement also suggest damage to brain- 
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stem centers. The persistence of slow activity in the 
electroencephalogram after anesthesia had subsided 
is interpreted as evidence of diffuse brain damage. 
This is in keeping with other observations of electro- 
encephalographic changes after brain injury. Nausea 
and vomiting have been noted when urethan is ad- 
ministered orally, and the symptom is genera!ly 
thought to be due to local irritation of the gastric 
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Fig. 4.—Electroencephalogram taken Jan. 26, 24 hours after third exami- 
nation. Patient was disoriented. Slow activity not resolved. (See figure 1 
for explanation of numbers. ) 


mucosa. It seems more likely that this effect is not a 
local irritation of the stomach but is mediated through 
central nervous system mechanisms, most likely in the 
brain stem. 

Once absorbed, urethan is rapidly broken down 
into carbon dioxide, ethanol, and ammonia. Ninety 
per cent is eliminated through the lungs in 24 hours, 
and an additional 9% is excreted through the kidneys 
in a similar period. The remaining 1% is widely dis- 
tributed in body tissues.’ The rise in. the nonprotein 
nitrogen level is evidence of renal damage. The eleva- 
tion of the icteric index and the prolonged prothrom- 
bin time signified hepatic injury and bone-marrow 
depression and were quite evident in this case. With 
new antibiotics available, topical use of urethan for 
control of infection should be discouraged. 


111 Sherman Ave., New Haven ( Dr. Levy). 
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In recent years an ever-increasing number of case 
reports * have directed clinical attention to neurolog- 
ical involvement in infectious mononucleosis. This 
involvement has been shown to be as diffuse and vari- 
able as the classically protean character of the systemic 
manifestations of the disease. The use of steroids in 
the treatment of infectious mononucleosis has gained 
general acceptance since the first description by Doran 
and Weisberger.? Fiese and co-workers have re- 
ported a case of virus encephalomyelitis (Guillain- 
Barré syndrome ) complicating infectious mononucleo- 
sis in which there was recovery coincident with the 
administration of cortisone. A review of the literature 
fails to reveal any other cases with significant neurolog- 
ical involvement treated in this fashion. The present 
report deals with a case of diffuse meningoencephalitis 
in which the patient responded dramatically after the 
institution of steriod therapy. 


A 19-year-old hospital corpsman was well until Aug. 23, 1955, 
at which time he noted the onset of malaise, lethargy, and in- 
somnia. He was seen in the dispensary, where no abnormal 
physical findings were noted, and the patient was permitted 
to rest in quarters. His symptoms abated somewhat with bed 
rest. However, on Sept. 3, 1955, the patient awoke with a 
marked exacerbation of his weakness, fatigue, and malaise and 
developed chills and a fever, with a temperature of 103 F (39.4 
C). He had dysphagia and marked anorexia. The patient was 
hospitalized with a diagnosis of fever of unknown etiology. 
Upon initial physical examination, the patient had large tender 
cervical, anterior and posterior, adenopathy; enlarged tonsils 
covered with a thin purulent exudate; multiple petechial hemor- 
rhages of the soft palate; bilateral axillary and right epitrochlear 
adenopathy; hepatomegaly; and splenomegaly. Slight stiffness 
of the neck on passive flexion was noted, but is was felt that this 
was related to the tender cervical adenopathy. On the basis of the 
clinical picture, a presumptive diagnosis of infectious mono- 
nucleosis was made, and the patient was started on therapy 
consisting primarily of a diet for hepatitis, vitamin supplements, 
bed rest, and general supportive care. 

On the initial laboratory studies the white blood cell count 
was 10,200 per cubic millimeter, with 30% polymorphonuclear 
cells and 70% lymphocytes, of which 10 were of the atypical 
variety. Liver studies revealed a serum bilirubin level of 
0.78 mg. per 100 cc. (with 0.4 mg. per 100 cc. direct and 
0.38 mg. indirect), a cephalin flocculation of 2+ at 24 hours 
and 3+ at 48 hours, and a thymol turbidity of 16.7 units. The 
initial heterophil titer was 1:56, with a titer of 1:14 on guinea 
pig absorption and no titer with beef erythrocyte absorption. 
The remainder of the laboratory studies were entirely within 
normal limits. 

The patient continued to have a persistent fever, with tem- 
peratures of 99.8 to 101.8 F (37.7 to 38.8 C) daily, and had 
progressive systemic symptoms. On the seventh hospital day 
cortisone therapy was instituted. His temperature rapidly fell 
to normal, and his systemic symptoms quickly disappeared. The 
patient did very well and was convalescing without incident 
except for an episode of epistaxis on the 17th hospital day. 
Dosage of cortisone was slowly tapered, and therapy discon- 
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tinued after seven days. On the 19th hospital day the patient 
again became febrile and malaise and generalized weakness 
markedly increased. Physical examination at that time was 
entirely negative. On the following day his temperature rose to 
103 F (39.4 C), and he subsequently developed nuchal rigidity. 
Lumbar puncture at that time revealed an opening pressure of 
360 mm. H,O, clear fluid, and a cell count of 21, all poly- 
morphonuclear cells. The protein level was 61.5 mg. per 100 cc., 
and the sugar and chloride levels, serology, and colloidal gold 
curve were all normal. Physical examination revealed an alert 
well-oriented male. The entire neurological examination was 
within normal limits. Blood cultures were drawn, and after 12 
hours a gram-positive coccus appeared to be growing on one of 
these. The cerebrospinal fluid was negative on smear and 
cultures. Although an infectious mononucleosis type of meningo- 
encephalitis was suspected, the one early presumptive positive 
blood culture led us to treat the patient with large doses of 
sulfadiazine and penicillin. At this time, the patient had a 
second episode of epistaxis, which was controlled by packing 
and vasoconstrictors locally applied. Antimicrobial therapy was 
continued for seven days without any real abatement in fever, 
symptoms, or clinical signs. During this period neurological 
deterioration of the patient was noted. He first became unable 
to recognize his visitors and then developed generalized mus- 
cular twitchings, fine tremor of the tongue, and an intention 
tremor of the hands. Shortly thereafter a horizontal nystagmus 
was noted, and his speech became progressively slurred. He 
became more confused and was disoriented as to time and 
space. The patient developed progressive generalized muscle 
weakness and was unable to maintain a sitting posture. The 
Romberg sign was present, adiadochokinesia was noted, and 
muscle incoordination and weakness made self-feeding almost 
impossible. The reflexes were equal; no pathological reflexes 
were noted. The final laboratory studies revealed that the pre- 
viously reported coccus in the one blood culture was Micro- 
coccus (Staphylococcus) pyogenes var. albus, and it was con- 
sidered to be a laboratory contaminant. All other blood cultures 
(five in number) and the culture of the cerebrospinal fluid 
were negative. 

Therefore, on the 26th hospital day, therapy with both peni- 
cillin and sulfadiazine was discontinued, and the patient was 
started on therapy with cortisone, 300 mg. per day, in keeping 
with the diagnosis of infectious mononucleosis with associated 
meningoencephalitis. A repeat lumbar puncture done on this 
day revealed an initial pressure of 160 mm. H.O; 47 cells, all 
lymphocytes; and total protein level of 131 mg. per 100 cc. The 
sugar and chloride levels, serology, and smear were normal. An 
interim agglutination test for heterophil antibodies revealed a 
titer of 1:224, with no absorption by guinea pig kidney and 
complete absorption by beef erythrocytes. The patient re- 
sponded very dramatically to cortisone therapy, with lysis of his 
fever in 36 hours. Within this same period notable clearing of 
the sensorium occurréd, as well as resolution of the nystagmus 
and tremor of the tongue. By 48 hours the diffuse muscle 
twitchings were no longer noted and all cerebellar signs were 
absent. Within 72 hours almost all neurological signs completely 
cleared. The patient convalesced without further event. A slight 
residual intention tremor of the hands persisted, as did a slight 
amount of emotional lability. Both of these symptoms were 
well controlled with administration of phenobarbital, 4 grain 
(30 mg.) three times a day. The patient is now completely 
asymptomatic and has returned to duty. 


Comment 


In infectious mononucleosis, a perivascular infiltra- 
tion composed of both normal and abnormal lympho- 
cytes is found in various organs of the body. It is 
believed that these cells are not invasive, but rather a 
result of metaplastic changes of reticuloendothelial 
cells already present in the involved tissues.* The peri- 
vascular infiltration is not distributed uniformly in the 
body, and, in a given patient, it may be most pro- 
nounced in the liver, kidney, heart, lungs, or the central 
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nervous system. When this latter organ system is in- 
volved sufficiently that symptoms appear, various 
clinical pictures, including meningitis, meningoenceph- 
alitis, encephalitis, psychoses, peripheral neuritis, facial 
nerve paralysis, and virus encephalomyelitis, may be 
seen. 

Since the first description in the United States of 
central nervous system involvement in infectious mono- 
nucleosis by Epstein and Dameshek * in 1931, its inci- 
dence has been recognized with increasing frequency. 
Presently, it is generally accepted to occur in approxi- 
mately 1% of all cases of infectious mononucleosis.* 
Leibowitz ° suggests that, in the majority of cases with 
clinical neurological involvement, the symptoms be- 
come manifest in the first to the third weeks of the 
illness. He further feels that, when neurological in- 
volvement is prominent, the usual clinical systemic 
picture may be very subtle and confusing. Since the 
report of Doran and Weisberger,’ cortisone or corti- 
cotropin has been used in the treatment of some of the 
more severe cases of infectious mononucleosis with ap- 
parently good results. The general rationale is that the 
widespread perivascular infiltration of normal and 
atypical lymphocytes is the type of inflammatory reac- 
tion that tends to show good response to steroid ther- 
apy. Generally, the course of infectious mononucleosis 
is a self-limited one, and it is a relatively benign 
disease. The appearance of neurological manifesta- 
tions, however, adds a grave note to the prognosis. 
Leibowitz ° noted that, in the 71 collected cases of 
neurological involvement that he recorded from the 
literature, there was a mortality rate of 11%. 

Because this patient manifested a progressive neuro- 
logical picture with deterioration, and even though we 
could find no reference to the use of steroids in the 
treatment of neurological manifestations of infectious 
mononucleosis except in the case of virus encephalo- 
myelitis reported by Fiese and co-workers," it was felt 
that the use of cortisone would offer a valuable thera- 
peutic approach in this case. The patient’s rapid and 
dramatic improvement after the institution of steroids 
in the therapy is sufficient to suggest that cortisone may 
be of value in the meningoencephalitis of infectious 
mononucleosis. The patient’s improvement may have 
been coincidental with the addition of this drug, but 
his course was one of relentless progressive deteriora- 
tion prior to its administration and recovery beginning 
within 24 hours after its institution. It is true that some 
of the improvement may have been related to the non- 
specific responses to steroids * of euphoria and a sense 
of well-being, increased appetite, and the antipyretic 
effect, yet the rapid resolution of the neurological signs 
cannot be explained on this basis. 

It is of interest that the patient had already been 
given a short course of steroid therapy earlier in the 
course of what was felt to be classic severe infectious 
mononucleosis, with good response. Whether this 
therapy masked earlier neurological manifestations, or 
whether it may have contributed to involvement of the 
central nervous system by interference with the body’s 
protective antibody reaction, is open to speculation. 
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However, the many reports in the literature of cases in 
which steroids were used in the therapy of systemic 
infectious mononucleosis do not reveal any such com- 
plication. 

Like the clinical picture in infectious mononucleosis, 
the cerebrospinal fluid findings in this disease, when 
central nervous system involvement is present, are 
variable. Usually, an elevated pressure, an increase in 
cells (predominantly lymphocytes), and an elevated 
protein level are noted. In this case, the pleocytosis 
was primarily polymorphonuclear early in the course. 
Smears, cultures, and sugar and chloride level de- 
terminations were all negative or normal. Subse- 
quently, the pleocytosis was found to be entirely 
lymphocytic. Heterophil antibodies in the cerebro- 
spinal fluid as described by Silberstein and co-workers * 
were not sought for in this case. It is also noteworthy 
that this patient demonstrated petechiae of the soft 
palate early in his disease. The frequency of this find- 
ing in infectious mononucleosis has been reported by 
this group.° 

Summary 


In a case of infectious mononucleosis with associ- 
ated meningoencephalitis, recovery occurred rapidly 
after the administration of cortisone. As far as can be 
determined by us, this is the first time the use of 
cortisone has been reported in meningoencephalitis 
due to infectious mononucleosis. 


References 


1. (a) Bernstein, T. C., and Wolff, H. G.: Involvement of Nervous System 
in Infectious Mononucleosis, Ann. Int. Med. 33: 1120-1130 (Nov.) 1955. 
(b) Bercel, N. A.: Infectious Mononucleosis, Encephalitis, Epilepsy, Am. 
J. M. Se. 224: 667-672 (Dec.) 1952. (c) Garvin, J. S.: Infectious Mono- 
nucleosis with Guillain-Barré Syndrome: Report of Case, J. A. M. A. 151: 
293-294 (Jan. 24) 1953. (d) Freedman, M. J.; Odland, L. T., and Cleve, 
E. A.: Infectious Mononucleosis with Diffuse Involvement of Nervous Sys- 
tem: Report of Case, A. M. A. Arch. Neurol. & Psychiat. 69: 49-54 (Jan. ) 
1953. (e) Kalmansohn, R. B.; Conte, N. F., and Cavalieri, R. J.: Coma in 
Infectious Mononucleosis, New England J. Med. 248: 12-14 (Jan. 1) 1953. 
(f) Fiese, M. J.; Cheu, S., and Radding, J.: Guillain-Barré Syndrome in 
Infectious Mononucleosis: Report of Case with Recovery Following Admin- 
istration of Cortisone, A. M. A. Arch. Int. Med. 92: 438-441 ( Sept.) 19538. 
(g) Raftery, M.; Schumacher, E. E., Jr.; Grain, G. O., and Quinn, E. L.: 
Infectious Mononucleosis and Guillain-Barré Syndrome: Report of 3 Cases, 
ibid. 93: 246-253 (Feb.) 1954. (h) Natzke, R. H., and Whiting, E. G.: 
Meningoencephalitis due to Infectious Mononucleosis, California Med. 81: 
343-344 (Nov.) 1954. (i) Walsh, F. C.; Poser, C. M., and Carter, S.: In- 
fectious Mononucleosis Encephalitis, Pediatrics 13: 536-543 (June) 1954. 
(i) Brutsche, R. J., and Naegele, C. F.: Infectious Mononucleosis: Treat- 
ment with Corticotrupin, California Med. 80: 408-411 (May) 1954. (k) 
Ream, C. R., and Hessing, J. W.: Infectious Mononucleosis Encephalitis: 
Case Report, Ann. Int. Med. 41: 1231-1236 (Dec.) 1954. (1) Librach, 
I. M.: Acute Meningo Encephalitis as Complication of Glandular Fever, 
Brit. M. J. 2: 27 (July 3) 1954. 

2. Doran, J. K., and Weisberger, A. S.: Use of ACTH in Infectious Mono- 
nucleosis, Ann. Int. Med. 38: 1058-1062 (May) 1953. 

3. Custer, R. P., and Smith, E. B.: Pathology of Infectious Mononucleosis, 
Blood 3: 830-857 ( Aug.) 1948. 

4. Epstein, S. H., and Dameshek, W.: Involvement of Central Nervous 
System in Case of Glandular Fever, New England J. Med. 205: 1238-1241 
(Dec. 24) 1931. 

5. Footnote la. Wechsler, H. F.; Rosenblum, A. H., and Sills, C. T.: 
Infectious Mononucleosis: Report of Epidemic in Army Post, Ann, Int. Med. 
25:113 (July) 1946; ibid. 25: 236 (Aug.) 1946. 

6. Leibowitz, S.: Infectious Mononucleosis, Modern Medical Monographs, 
New York, Grune & Stratton, Inc., 1953. 

7. Kass, E. H.; Ingbar, S. H., and Finland, M.: Effects of Adrenocortico- 
tropic Hormone in Pneumonia: Clinical, Bacteriological and Serological 
Studies, Ann. Int. Med, 33: 1081-1098 (Nov.) 1950. 

8. Silberstein, J. K.; Bernstein, T. C., and Stern, T.: Demonstration of 
Heterophile Antibodies in Cerebrospinal Fluid from Patients with Infectious 
Mononucleosis, J. Lab. & Clin. Med. 33: 1204-1206 (Oct.) 1948. 

9. Shiver, C. B., Jr.; Berg, P., and Frenkel, E. P.: Palatine Petechiae: 
Early Clinical Sign in Infectious Mononucleosis, J. A. M. A. 161: 592-594 
(June 16) 1956. 


2 
ah 
ie 
Ts 
| 
| 
| 
vA 
| 
7 
i} 
f 
| 


Vol. 162, No. 9 


FATAL VACCINIA ASSOCIATED WITH 
CORTISONE THERAPY 


Sidney Olansky, M.D. 
J. Graham Smith Jr., M.D. 
and 


Oscar C. E. Hansen-Pruss, M.D., Durham, N. C. 


The danger of dissemination of bacterial infection 
by cortisone therapy is well known, and this can 
usually be managed by appropriate antibiotic therapy. 
The possibility of virus dissemination under similar 
circumstances has received less notice. There are no 
completely satisfactory virucidal agents for managing 
such a complication should it occur. The purpose of 
this report is to emphasize the danger of dissemina- 
tion of virus infections in patients under cortisone 
therapy and to describe a fatal case of vaccinia in such 
a patient. The vaccinia infection occurred in a patient 
who had chronic lymphocytic leukemia and a low 
gamma globulin level and was on prolonged cortisone 
therapy. 

Hill’ recently mentioned three deaths among chil- 
dren who contracted varicella while receiving corti- 
sone for other reasons. Autopsies in these children re- 
vealed varicella lesions in all organs. Thygeson* and 
Ormsby and others * point out the danger of extension 
of herpes simplex in the eyes of humans and rabbits, 
respectively, under cortisone therapy. Kozinn and his 
co-workers * accentuated the danger of vaccinating 
children who suffered from agammaglobulinemia be- 
cause they could not mobilize antibodies to this virus 
and might succumb to it. Search of the literature 
failed to reveal any cases of vaccinia associated with 
chronic lymphocytic leukemia. Our patient succumbed 
to vaccinia in spite of gamma globulin therapy and, 
as Kozinn points out, this therapy is always effective 
in cases of agammaglobulinemia. It would therefore 
seem that the prolonged cortisone therapy was re- 
sponsible for our patient's inability to cope with the 
vaccina virus. 

Report of a Case 


A 42-year-old female was admitted to Duke Hospital for the 
fourth time on March 24, 1956, 10 days before her death. Eight 
years before her admission a pruritic erythematous eruption, 
which gradually extended and became exfoliative, had appeared 
over her chest. Three years before admission she had developed 
fever and generalized lymphadenopathy. At that time she had 
been admitted to Duke Hospital for the first time, and a diagnosis 
of chronic lymphocytic leukemia had been made on the basis of 
peripheral blood smears, sternal marrow aspirations, and skin 
biopsy. She had remained fairly well on intermittent therapy 
with triethylene melamine and cortisone, except for occasional 
attacks of fever, night sweats, and diarrhea. Approximately six 
to seven weeks before her final admission she had developed 
herpes simplex on her lower lip. A course of smallpox vaccina- 
tions was instituted. She was vaccinated on the left arm five and 
a half weeks before admission (49 days before death) and 
developed a primary reaction to vaccinia at the site of vaccina- 
tion. Vaccination was repeated on the left arm four and a half 
weeks before admission (42 days before death), and a similar 
primary reaction resulted. A few days after the second vaccina- 
tion, the two pustules became confluent and extended to a 
diameter of 3 in. One week prior to admission, vesicles ap- 
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peared about her groin, arms, trunk, and legs (see figure, A). 
These matured successively to form pustules and then dried. In 
the meantime, at the site of vaccination, the lesion had extended 
by peripheral vesiculation and pustulation and had undergone 
central dry necrosis of the skin (see figure, B). The brawny 
swelling in the neighborhood of this had extended down the left 
arm, around the shoulder, and over the left upper trunk. Local 
treatment, variations in cortisone dosage, diphenhydramine 
(Benadryl) hydrochloride, and antibiotics failed to halt this 
process, and she was referred to Duke hospital. 

Physical Examination and Clinical Findings.—At the time of 
admission her temperature was 39 C (102.2 F), her pulse was 
112 and regular, her respirations were 20, and her blood pressure 
was 120/60 mm. Hg. She was an obese, anxious female in severe 
pain, with a brawny swelling of her left arm and trunk. On the 
left arm there was an eschar with a ring of pustules, and there 
were other pustules scattered about the trunk, the limbs, and 
face. Her chest was normal to clinical examination. Her liver 
and spleen were palpable. Moderate enlargement of the nodes 
in the neck, axillas, and groin was present. The hemoglobin level 
at the time of her last admission was 11 gm. per 100 ml. It had 
been as low as 6 gm. per 100 ml., and transfusions of whole 
blood had been required for maintenance of a satisfactory level. 
Her white blood cell count was 6,000 per cubic millimeter at the 


A, vaccinia lesions of a lower extremity, presumably blood borne. B, dry 
gangrene and vaccinia lesions of the vaccinated arm. 


time of admission. Three years before admission, when the 
diagnosis of leukemia had first been established, the white blood 
cell count had been 100,000 per cubic millimeter, but it had 
been kept at normal levels by chemotherapeutic agents since 
then. Smears showed a high proportion of abnormal lymphocytes, 
many of which were also seen in bone marrow preparations. 
Platelets were adequate. Urinalysis was normal except for a 
trace of protein. Just before death the serum bilirubin level was 
elevated to 2.4 mg. per 100 ml. Blood cultures were sterile. Chest 
x-ray showed diffuse interstitial infiltration of both lings. Gamma 
globulin determination revealed slightly low levels. Viral cultures 
from various lesions revealed vaccinia virus. 

Hospital Course.—Treatment with antibiotics, gamma globu- 
lin, and whole blood transfusions did little to halt the patient's 
deterioration. On the 10th hospital day she went into shock and 
died. Her death occurred three years after the diagnosis of 
leukemia and three weeks after the reaction to vaccination be- 
came severe. 

Comment 


This patient had chronic lymphocytic leukemia, was 
on cortisone therapy, and had a low gamma globulin 
level. In addition she was exposed to vaccinia virus. 
The latter ultimately resulted in her death. The most 
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important factor in this patient’s inability to mobilize 
antibodies to vaccinia was the suppressive effect of 
cortisone therapy, since her leukemia was under good 
control and administration of gamma globulin failed 
to alter the course of the vaccinia infection. The pa- 
tient also had a herpes simplex infection that conceiv- 
ably might have disseminated under the cortisone in- 
fluence, but cultures from the various lesions revealed 
vaccinia virus. It would seem unwise to introduce live 
virus into patients with leukemia when they are re- 
ceiving cortisone therapy, as danger of dissemination 
of the virus exists. 


Summary and Conclusions 


A fatal case of generalized vaccinia occurred after 
vaccination in a patient who was on cortisone therapy 
for chronic lymphocytic leukemia. The introduction of 
live viruses into patients receiving cortisone may be 
unwise, and additional studies in this respect seem 
indicated. 
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THE AUTOMOBILE—A CHALLENGE TO 
MEDICINE 


DOCTORS HAVE INTIMATE KNOWLEDGE OF SMASH- 
UPS. ARE THEY LOGICAL LEADERS IN AUTO SAFETY? 


On at least a dozen fronts this month, a problem 
with the familiarity of a street scene is being attacked 
as diligently as any group of physicians ever attacked 
an epidemic. The problem is motor-traffic casualties, 
and more and more doctors are finding themselves at 
the crossroads. 

For decades, nonmedical experts have seen the tire- 
writing on the pavement, until now it reads: A traffic 
death in the United States on the average of every 
14 minutes, an injury every 25 seconds. Thcy point to 
the fact that automobiles have killed 150,000 more 
people than have lost their lives in all our nation’s 
wars put together. The death toll rises yearly. 

Does that constitute a disease? Something of an 
answer came last June when the House of Delegates 
of the American Medical Association—viewing it as a 
medical problem “of major importance” affecting 
“more persons than does all illness known today”— 
voted to create a special Committee on Medical 
Aspects of Automobile Injuries and Deaths. Within a 
few weeks that committee, under Dr. Fletcher D. 
Woodward of Charlottesville, Va., will meet to de- 
termine how such factors as driver-license standards, 
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motor-vehicle design and equipment, medication to 
drivers, and improvement of first-aid procedures at 
accident scenes might be of legitimate interest to the 
medical profession. 


What Is Happening Now 


Meanwhile, attack on the nationwide problem in- 
cludes these other current developments: 

—A documentary film, “On Impact,” produced joint- 
ly by the A.M.A. and the Ford Motor Company, be- 
gan appearing on television screens across the nation 
two weeks ago to dramatize prevention of automobile 
accidents. 

—On Oct. 8, the World Medical Association began 
detailed study of an urgent report from an Australian 
delegation calling for “consideration of the subject of 
road accidents.” 

—Earlier this month, the A.M.A. Women’s Auxiliary 
accented safety-consciousness at a workshop in Chi- 
cago, urging that Congress appoint a national body to 
regulate safety standards in auto construction. 

—In the past week, also in Chicago, the National 
Safety Congress met to consider new ways to fight 
slaughter on the highways. 

—A U.S. House subcommittee is preparing for pub- 
lic hearings in a few months to consider the role 
medicine might play against the increasing number 
ot traffic deaths. 

—Engineers at the Cornell Aeronautical Laboratory 
are now completing the prototype of an experimental 
automobile designed to let occupants walk away from 
a 50-mile-an-hour head-on collision. 

—The World Health Organization is putting out a 
list of some two-dozen suggested conditions that 
should bar issuance of vehicle licenses to unqualified 
drivers. 

—An intensive investigation of personal and inter- 
personal factors in motor-vehicle accidents is under 
way at the University of Colorado and the Fitzsimons 
Army Hospital. Similar studies still are going on at 
the Harvard School of Public Health. 

—Continuing interest in traffic safety as a medical 
problem is reflected in the fact that this is the 16th 
article on auto accidents to appear in THE JOURNAL 
in the past year. 

—The U.S. Public Health Service is now expanding 
its home-safety unit into a new “accident prevention 
program” covering highway deaths and injuries as 
well. 

—This week, the International Association of Chiefs 
of Police invited physicians, as either individuals or 
medical societies, to work with the association in help- 
ing to solve the traffic-casualty problem. 

—New York State is putting final touches on Gov- 
ernor Harriman’s plan for a scientific study of the 
human factors in traffic accidents. 

Chairman Woodward of the new A.M.A. committee 
points out that, significantly perhaps, there is no co- 
ordinated direction in the many-angled fight for high- 
way safety. He says: “Dozens of agencies are investi- 
gating, are viewing with alarm, are making surveys 
and announcing findings, and are trying to correlate. 
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But so often the result is overlap, duplication and 
repetition of old facts and theories. There is strong 
need for leadership.” He suggests that physicians may 
be the logical leaders in any movement toward reduc- 
tion of traffic casualties because of their biological 
science background and their intimate knowledge of 
crash effects and the problems of human behavior that 
might figure in the smashups. 

The medical profession thus is in a position not 
only to gauge aspects of auto design and to set up 
physical standards in the reissuance of revoked driver 
permits but also to guide research and to advise on 
the many physical conditions that determine whether 
a patient should drive. 


Real Cow and Fake Calf 


You might chuckle at the curious plight of Mr. and 
Mrs. Milo Ewing of Denver several years ago when a 
1,300-lb. cow, fleeing from a stockyards, leaped off an 
overpass and landed kerplunk on the roof of the 
couple’s car as they were driving along. But it is no 
laughing matter to consider the hallucination of a 
weary truck driver who told Harvard researchers how 
he was injured when he “saw” a calf in the roadway. 
He swerved, overturning the truck. It turned out there 
was no calf—just a “dream image” common to many 
people who drive when they are too tired. 

Why does a man drive when he is too tired—and 
what is “too tired?” Why does the motorist speed be- 
yond the capacity of his reflexes—and what is that 
capacity? Why does he persist in driving while drunk? 
Why does he react as he does in traffic and to traffic 
enforcement? 

These questions indicate a psychological base to 
the traffic-safety problem. A survey in 11 northeastern 
states revealed that drivers are getting progressively 
more irritable in the squeeze of mounting traffic con- 
gestion. Research at Harvard shows that a motorist’s 
attitudes and personal adjustments are more impor- 
tant in driving safety than his physical skill, vision, or 
reaction time. At the same time, Dr. Leonard Scheele, 
the former U.S. surgeon general, calls for periodic 
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reassessment of driver health and skills at license re- 
newal time. In one state, South Dakota, presumably 
you can get a driver's license if you are totally blind; 
there are no visual requirements. 

Dr. DuPont Guerry III, chairman of the department 
of ophthalmology at the Medical College of Virginia, 
is recommending that a board of ophthalmologists, 
working through the A.M.A., urge states to determine 
“vital functions” relating to auto safety. He says that 
one of the most pressing problems is the wrap-around 
windshield, with its “terrific visual distortion due to 
prismatic effect, increased glare because of the focus- 
ing of extraneous light . . . and insuperable diplopia 
from ghost images.” 

The curved windshield is just one aspect of auto 
design accused of hampering auto safety. Dr. Horace 
E. Campbell of Denver points out: “There has been 
no real change in construction of the motorcar bumper 
since it was first installed as an accessory some 35 
years ago. Many of our present serious crashes would 
be minor incidents if the bumper had been improved 
as much as the motor.” Only recently have some auto 
makers begun to adopt safety as a selling point: pop- 
out windshields, hold-tight door latches, padded in- 
strument panels, collapsible steering wheels, more 
firmly anchored seats, and shoulder straps. 

But no single safety device has been more effective 
in a crashing auto than the properly installed seat 
belt. On this the experts agree, especially in a market 
= high speed, power brakes, and trigger-happy driver 

eet. 
Doctor and Wife Saved 


Not long ago Dr. and Mrs. George Spielman: of 
Mandan, N. D., were persuaded by ancther Mandan 
physician to install safety belts in their car. As the 
couple started out on a vacation trip, another auto 
turned into their path. Dr. Spielman slammed on the 
brakes, and swerved to avoid a crash. His auto somer- 
saulted into a ditch and landed on its top as the wind- 
shield shattered. Inside, he and his wife were sus- 
pended safely by their seat belts. In another case, two 
cars crashed head on. The couple in one car with seat 


He i " 
sult of another head-on collision in which there were no seat belts (National Safety Council photos). 


Air Force Li Bil Y install seat belt in his car last spring. Within 24 hours his auto was struck head on, left, by a car in southern Illinois. ‘. 
» Proper use of seat belts. Right, the human-impact re- : 
! 


belts were released from a hospital the next morning 
after observation. There were no seat belts in the 
other auto; one occupant was killed, and the other 


. was in the hospital for two months. 


State and county medical societies are just begin- 
ning to get into the traffic-safety picture with com- 
mittees of their own, as the result of last June’s A.M.A. 
resolution, but a few of them have been active in the 
field for years. In Virginia, for example, several county 
medical societies made a joint appeal to the governor 
and the legislature for tests of suspected drunken 
drivers and for mandatory jail sentences of at least 24 
hours against those convicted. 


Is It a New Medical Specialty? 


The more some physicians look into traffic safety, 
the more they seem to see the possibility of a new 
medical specialty (one general practitioner suggested 
it be called “medicotrafficology”). In the traffic-safety 
field they find essentials of over a half-dozen other 
specialties: preventive medicine, psychiatry, epidemi- 
ology (the Harvard school suggests that state motor- 
vehicle bureaus hire full-time epidemiologists ), neuro- 
surgery, ophthalmology (the Harvard school claims 
that carbon monoxide inhaled from smoking three 
cigarettes has the same anoxic influence on night 
vision as going to an altitude of 7,500 ft.), toxicology, 
orthopedics, and industrial health. (The accident rate 
of the Third Avenue transit system in New York City 
was cut in half by a company medical program that 
included psychological tests for vehicle operators. 
Absenteeism went down, there was a reduction of 
3,000 accidents a year, and the company saved $100,- 
000 in compensation and sickness benefits.) 

But it is in the economics of the problem that phy- 
sicians can see tremendous waste in dollars that might 
be used to save human life. In the past 40 years in the 
United States we have spent 75 billion dollars for 
roads and nearly two and a half trillion dollars for 
new vehicles, accessories, and fuel. Traffic accidents 
last year cost 4.4 billion dollars, according to the U. S. 
Public Health Service. 

Yet, the Association of Casualty and Insurance 
Companies estimates that less than 4 million dollars a 
year is spent for all forms of highway safety and that 
“a miniscule of that amount went into the search for 
an answer to the riddle of the human being at the 
wheel.” So, to many, the traffic problem has become a 
major medical problem by the very nature of its 
bloody eruption into a socioeconomic crisis. As Dr. 
Woodward puts it: “When one car in twelve is in- 
volved in a serious crash each year, when speed is a 
factor in one-third of our fatal accidents, when the 
drinking driver is in one-fourth of our fatal accidents, 
when the automobile death rate as figured in man 
years of life lost ranks next to our main killers of 
cardiovascular disease and cancer, it is time indeed to 
answer Cain’s query and say: ‘Yes, I am my brother's 
keeper.” 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 


Report to the Council 


The Council has authorized publication of the fol- 
lowing report. 
H. D. Kautz, M.D., Secretary. 


It is generally recognized that the final evaluation 
of the toxicity of a chemical encountered by humans 
should be in terms of its effect on man. The following 
report concerns the first experimental study of the 
storage, excretion, and possible clinical effects in man 
of chlorophenothane (DDT) given in many small daily 
doses. By relating excretion to dosage, the study makes 
practical the quantitative estimation of the dosage for 
persons with extensive occupational exposure to DDT, 
and thus eventually makes possible evaluation of the 
effect of DDT on man after years of exposure. This is 
important, for DDT continues as the predominant 
residual insecticide for agricultural and public health 
use. Any effects of repeated exposure would appear on 
the average most promptly, most frequently, most di- 
versely, and most severely among persons whose ex- 
posure has been long and intensive. 

BERNARD E. Con_ey, Secretary 
Committee on Pesticides. 


THE EFFECT OF KNOWN REPEATED ORAL 
DOSES OF CHLOROPHENOTHANE (DDT) 
IN MAN 


Wayland J. Hayes Jr.. M.D. 
William F. Durham, Ph. D. 


and 


Cipriano Cueto Jr., B.S., Savannah, Ga. 


Much knowledge is available regarding the effect of 
repeated doses of chlorophenothane (DDT) on a vari- 
ety of animals. Significant interspecies variation has 
been found in its toxicity when given orally, the stor- 
age of DDT in fat, and the conversion of DDT to 
1,1-dichloro-2,2-bis( p-chlorophenyl )ethylene (DDE). 
Some other aspects of the pharmacology of DDT have 
not been investigated sufficiently to determine whether 
interspecies differences are present. A final evaluation 
ot the effect of DDT on man must be made with 
human subjects. The practical importance of the prob- 
lem is evident from the fact that a greater tonnage of 
DDT than of any other insecticide is used in agricul- 
ture, that DDT occurs regularly in prepared meals,’ 
and that it is stored in the fat of most persons in the 
general population.’ 


From the Communicable Disease Center, Public Health Service, U. S. 
Department of Health, Education, and Welfare. 

Read before the American Association for the Advancement of Science, 
Panel Discussion on Hazardous Household Chemicals and Agricultural 
Poisons, sponsored by the Committee on Toxicology and the Committee on 
Pesticides, American Medical Association, Atlanta, Ga., Dec. 29, 1955. 
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An investigation was designed with the following 
objectives: 1. Study of possible clinical effects of differ- 
ent dosage levels. Only those dosage rates were chosen 
that were estimated to be harmless, for it was not the 
purpose of the study to cause illness. The highest dos- 
age rate chosen (0.5 mg. per kilogram of body weight 
per day) is about 200 times greater than the dosage to 
which the general population is exposed (0.0026 mg. 
per kilogram per day) but 5 times less than the small- 
est dosage that is estimated to cause transient, mild 
sickness (2.5 mg. per kilogram per day). This latter 
estimate was made on the basis of animal experiments 
and on the basis of the smallest single dose of DDT 
known to produce mild illness in man.* This estimate 
should not be confused with the dosage of 2.5 mg. per 
day (about 0.035 mg. per kilogram per day), which 
Fitzhugh estimated could be ingested for long periods 
without injury.* 2. Determination of the relationship 
between oral dosage of DDT and the storage of DDT- 
related compounds in adipose tissue at equilibrium. 
Improvement made in chemical methods during the 
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Although groups 4, 5, and 6 received the same dos- 
ages as groups 1, 2, and 3, respectively, two major 
changes were made: technical DDT was used, and 
it was administered as an emulsion in milk rather than 
in capsules. The capsules were originally chosen for 
groups | to 3 because of their convenience. They were 
abandoned for groups 4 to 6 in favor of a formulation 
more nearly like a “natural” residue and also for 
administrative reasons. The emulsion concentrates 
were prepared by homogenizing 5 gm. of gum arabic, 
90 cc. of water, 10 cc. of 95% ethyl alcohol, and 15 ce. 
of peanut oil. For groups 5 and 6, the peanut oil moiety 
of the formulation contained 0.538 and 5.38% of tech- 
nical DDT respectively. These concentrations were 
chosen in order that 5 cc. of the two emulsion con- 
centrates would contain 3.5 and 35 mg. of DDT re- 
spectively. Before being offered to the men, 5 cc. of 
the appropriate emulsion concentrate was diluted with 
milk to a total volume of about 2 oz. Chemical analy- 
ses of capsules and emulsions gave values for the con- 
centration of DDT that were in excellent agreement 


TaBLe 1.—Outline of Experiment 


No. of Men 
a = = 
Added, Total (Range),* => Se 
Type of DDT Group No. Mg./Man/Day Mg./Kg./Day Case No. 
1 0.0021-0.0031 0-8 7 1 0 
Recrystallized 2 5.5 0.048-0.059 9-16 7 0 4 
3 35 0.41-0.61 17-25 ” 4 8 1 
4 0 0.9023-0.0034 26-33 6 6 
Technical 5 3.5 0.038-0.063 34-41 8 0 
6 35 0.36-0.57 42-50 i) 8 8 6 3 7 
* The total dosage included dietary DDT as well as the administered dose. Dietary DDT, resulting from agricultural residues, was estimated at 6.184 


mg./man/day on the basis of the analyses of whole meals. The total dosage varied somewhat according to the weight of the men. 


study permitted a third objective to be added: 3. De- 
termination of the relationship between oral dosage of 
DDT and the urinary excretion of bis( p-chloropheny!]) 
acetic acid (DDA). 

Permission was obtained from the Bureau of Prisons, 
U. S. Department of Justice, to carry out the experi- 
ment using volunteers in a federal correctional institu- 
tion. The study was explained to almost the whole 
population of the institution. Detailed explanations 
were made to those who were interested in participat- 
ing. The men who tentatively volunteered were 
examined and were accepted if they proved to be 
qualified physically and in other ways. The fact that 
participation was at all times strictly voluntary must 
be emphasized; each man was free to leave the study 
at any time. 


Methods 


The selected volunteers were divided into six 
groups, three entering the study in February, 1954, 
and three in May, 1954. As shown in table 1, groups 
1 to 3 received dosages of 0, 3.5, and 35 mg. of DDT 
per man per day, respectively, for periods ranging up 
to 18 months. Each dose was carried in a capsule of 
oil containing the appropriate concentration of re- 
crystallized p,p’-isomer of DDT. 


with intended values. Analyses indicated that the 
emulsions were stable in DDT content for at least two 
months, a longer period than that required for the 
experiment, because new supplies of emulsion were 
prepared at monthly intervals. 

Proper dosage for the different groups of men was 
assured by packaging each capsule and marking each 
bottle of emulsion for individual volunteers. The 
capsules, regardless of their DDT content, were identi- 
cal in appearance. The same was true of the emulsions. 
The men were told the dosage rates and the design 
of the experiment before they volunteered, but no 
volunteer was told his individual dosage. Furthermore, 
this detail was not revealed to the medical officer 
stationed at the institution nor to the medical technical 
assistants. All of the volunteers, irrespective of group, 
were given capsules (or emulsion) containing no 
DDT for 17 days at the beginning of the study; the 
regular doses were begun without notice. 

Samples of the meals served the men in the dining 
hall were analyzed for DDT content to determine the 
exposure that might be expected from this source. 
Complete meals for a total of four days were analyzed. 
The results are shown in table 2. Considerable varia- 
tion was found among foods and even among whole 
meals with respect to DDT content; however, the mean 
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daily DDT intake of 0.202 mg. was in reasonable 
agreement with the value of 0.184 mg. reported by 
Walker and co-workers * for a larger series of sample 
meals. The value of 0.184 mg. per man per day was 
used in computing the total daily DDT dosage for 
each man as shown in table 1, because this value is 
based on a large number of samples and is the best 
estimate of the true average now available. This is 
especially true because the figures in table 2 would 
agree better with those given by Walker and his col- 
leagues if it were not for the values obtained for break- 
fast and especially lunch on Aug. 25. The value for the 
breakfast was associated with the finding of 69.6 ppm 
of DDT in stewed dried fruit. Except for bread, which 
showed a concentration of 100.9 ppm of DDT, the 
DDT content of the lunch was not unusual. There was 
no record of the kind of shortening used in this bread; 
however, it was later learned that bread, all of which 
was baked at the institution, was occasionally made 
with lard (which contained, on analysis, a relatively 


Tas_e 2.—DDT and DDE Found in Typical Meals 
Served to Volunteers 
Total Found, Meg. 


Meal Date, 1954 © DDT DDE 
Morning 

1 Aug. 25 115.6 16.9 

2 Oct. 4 45.1 18.9 

t Nov. 9 54.9 6.8 

4 Dee. 9 79.0 33.9 

Noon 

1 Aug. 25 204.0 24.8 

2 Oct. 4 44.6 23.0 

3 Nov. 9 21.6 6.0 

4 Dee. 9 26.5 4.1 

Evening 

] Aug. 25 72.5 22.0 

2 Oct. 4 51.3 17.2 

3 Nov. 9 23.7 16.3 

4 Dee. 9 69.1 11.8 


high concentration of DDT) rather than with vege- 
table shortening (which proved to be of low DDT con- 
tent ). In both the fruit and the bread the DDE concen- 
tration was relatively low. 

Volunteers were checked for previous exposure to 
insecticides (which in all instances was negligible) 
and were given a careful symptoms review, a general 
physical examination, and a variety of laboratory tests 
prior to their entrance into the project and at six- 
month intervals thereafter. Particular emphasis was 
given to the neurological examination and liver func- 
tion tests, since in experimental animals the major 
effects of DDT are on the nervous system and the 
liver. The liver function tests carried out were sulfo- 
bromophthalein retention and plasma cholinesterase 
level. The electrometric method of Michel *® was used 
for the cholinesterase determination. Vorhaus and co- 
workers ° have shown that plasma cholinesterase level 
is a significant index of hepatic function. Preliminary 
studies with monkeys have indicated that some de- 
crease in plasma cholinesterase level might be as- 
sociated with high DDT dosage levels. 

In all instances, fat samples for the determination 
of DDT-derived compounds were obtained by biopsy, 
using local procaine anesthesia. Blocking was done 
around the operative site, and it was generally possible 
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to avoid infiltration of the tissue that was later excised. 
The biopsy specimen was usually taken through a 
1.5-in. incision from the subcutaneous adipose tissue 
of the abdomen. Body fat content was calculated from 
specific gravity, which was determined by weighing 
the individual under water.’ Analyses for DDT, DDE, 
and DDA were made by the Schechter-Haller method. 
The procedure used for adipose tissue has been 
described by Mattson,” and the procedure used for 
urine has been described by one of us (C. C.).° 


During the study some of the men left the institution 
by transfer or parole or on other authority. Whenever 
sufficient notice was given, the men were completely 
reexamined shortly before their participation in the 
project ended. During the course of the study, 126 
complete sets of examinations were carried out on the 
51 volunteers. Table 1 indicates the number of men 
in each group who participated for specified periods. 
Of the 47 men who remained in the study longer than 
17 days, biopsy specimens from 35 were taken, and 
they were completely reexamined after their last dose 
of DDT. Two men refused the final biopsy but under- 
went the other tests. Four others were released on 
such short notice that no final examination was possi- 
ble, but a biopsy was performed by a private physi- 
cian after their release. Thus, of the 47 volunteers, 
only 6 were discharged in such a way that they re- 
ceived no final biopsy or examination. 


Results 


Condition of Volunteers at Start of Experiment.— 
The condition of the volunteers on entering the ex- 
periment is shown in part in table 3. The men who 
entered in February varied in age from just under 21 
to just over 50 years; those who entered in May varied 
from just over 21 to a little over 40. All the men except 
three were essentially normal, not only regarding 
values shown in table 3 but in other respects as well. 
Two of the abnormal men (cases 7 and 29) were in 
control groups and, therefore, not subject to any in- 
fluence of DDT. They were asymptomatic and afebrile 
throughout. The patient in case 7 had a white blood 
cell count that varied from 13,400 to 20,200 per cubic 
millimeter over a period of several months. He showed 
as high as 12% of eosinophils, but the differential count 
was otherwise normal. There was moderate lympha- 
denopathy. Despite a thorough examination, the un- 
derlying cause of the difficulty was not determined. 
It was established that leukemia was not present. The 
patient in case 29 had albuminuria and microscopic 
and other findings consistent with a diagnosis of latent 
chronic nephritis. Illness did not progress in either sub- 
ject during the study; in fact, the condition of the 
patient in case 7 returned toward normal. 

The third subject (case 9) had abnormally high sulfo- 
bromophthalein retention on initial examination; his 
plasma cholinesterase value was within normal limits. 
He received 3.5 mg. of DDT per day and was asympto- 
matic during the 89 days he remained in the experiment. 
Because of inadequate notice of his departure from the 
institution, no final studies were done on this man. 

Two volunteers who gave a history consistent with 
infectious hepatitis were taken into the experiment 
despite the effect of very large doses of DDT on the 
liver of experimental animals and, according to one 
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author,” of man. One man (case 5), a control patient, 
received no DDT; the other (case 20) received 35 mg. 
of DDT per day. Jaundice did not recur in these men, 
and they showed no abnormality in liver function tests 
during the experiment. 

Effect on Health.—Four men quit the experiment of 
their own accord. One subject (case 0) quit only one 
day after the first biopsy; thus, except for the biopsy, 
he was not a part of the experiment. A second man 
(case 8) from the same control group considered that 
his health had been injured after a total of 182 days 
in the study (no DDT given). He refused a final 
biopsy. Physical and laboratory examination disclosed 
no abnormality except a dermatitis of the right leg, 
which he attributed to his participation. A volunteer 
(case 16) who received 3.5 mg. of DDT per day also 
refused a final biopsy and quit just before he was 
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of weight before entering the experiment. His weight 
loss of 6 kg. (13 Ib.) during the study was associated 
directly with hard physical work in a hot environment. 
He accepted this explanation and, with the onset of 
cool weather, regained his weight while continuing 
to take DDT. 

Changes in certain important items that can be 
measured were tabulated and compared for the six 
groups for the periods 5 to 6, 7 to 8, 9 to 10, 11 to 12, 
and 12 or more months of dosage respectively. It was 
necessary to tabulate changes rather than observed 
values because, as some men completed their parti- 
cipation, the composition of the sample shifted. For 
example, the average weight of men in group 1 was 
less after five to six months than at the beginning of 
the experiment because a heavy man had dropped 
out; most of the men who remained had gained 


TaBLeE 3.—Condition of Volunteers at Beginning of Experiment 


Groups Given Reerystallized p,p’DDT 


Group No. 1 2 3 
No. of Men 9 

Range Mean, 8S. E. Range Mean, S. E. Range Mean, 8. E. 
GE —12 to+8 —3.2 —12 to+16 —2.3 —l6to+4 —54 

Groups Receiving Technical DDT 
Group No. 4 5 6 
No. of Men 8 9 

Range Mean, 8S. E Range Mean. S. E Range Mean. S. E 
4.5-7.2 5.3220.05 4.4-6.3 5.10.07 4.8-5.6 5.20.06 
Polymorphonuclear neutrophil leukocytes, 35-68 523 38-53 Wes 46-75 593 
Heart rate, exercise and rest, 10+8 4 to+24 +4.8 
98-140 112-135 129+3 115-130 1299+? 
Systotie bleed presdure. exerting, mm. 102-14) 118-135 120-2 112-135 1233 

30, 1.2 7-13 10.420.8 9-29 8.62.0 


"Recorded as increase or decrease of strokes per minute compared to the rate for the <ame person just before exercise followed by 2 min. of rest 


transferred from the institution. He had participated 
for 155 days and had received 138 doses of DDT. He 
had several complaints, including pain every day in 
every bone, occasional headache, and tearing of the 
right eye. He submitted to complete physical and 
laboratory examination, and all findings were normal. 
His complaints obviously were of psychoneurotic 
origin, and even the man himself did not seem to take 
them seriously. One volunteer (case 19) receiving 35 
mg. of DDT per day quit after 21 days (DDT given 
last 4 days). He had no specific complaints but was 
unwilling to continue. 

Of the total of 37 volunteers who were questioned 
specifically on the matter just after completion of their 
participation in the study, only the two mentioned con- 
sidered that their health had been adversely affected. 
In one instance of weight loss, the possibility of injury 
caused by DDT exposure was considered. The subject 
(case 11) had a history of a 7 kg. (15 Ib.) fluctuation 


weight. and the average change of weight was a slight 
gain. The items examined in this way were weight, 
hemoglobin level, red blood cell count, white blood 
cell count, percentage of polymorphonuclear leuko- 
cytes, heart rate (at rest, just after exercise, and after 
two minutes of rest), systolic blood pressure and pulse 
pressure (at rest and after exercise followed by two 
minutes of rest), and plasma cholinesterase level. Al- 
though changes were observed in all of these values, 
none were correlated consistently with increased 
dosage of DDT or with increased duration of exposure. 
Since the changes were random in distribution and 
not unusual in degree, they must be attributed to 
normal variation. No significant change in sulfo- 
bromophthalein retention was noted. This item was not 
tabulated because the retention values for most of the 
men were zero before and after exposure to DDT. 
In a similar way, chest x-ray findings were not tabu- 
lated, for they all were essentially normal. 
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The initial review of symptoms revealed a great 
variety of minor complaints. These complaints were not 
unusual, and the men undoubtedly were predisposed 
to some of them by their confinement. A small number 
of minor physical defects was revealed by examination. 
In subsequent examinations no increase or significant 
change in abnormal physical findings was discovered. 
There was some tendency for the volunteers to give 
fewer compaints at subsequent interviews. 

Results of following tests were taken into consid- 
eration in the neurological examination: gait, in- 
cluding ability to walk on toes and heels; coordination 
including Romberg, finger to nose, heel to shin, 
adiadochokinesia, rebound, past-pointing, tremor, 
handwriting, and “tongue twisters”; deep reflexes, su- 
perficial reflexes, and clonus; muscle strength, includ- 
ing all major movements of the neck, shoulder, elbow, 
wrist, fingers, hip, knee, and ankle; sensation, includ- 
ing light touch, pinprick, two-point discrimination, 
position sense, vibration sense, stereognosis, and dif- 
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Fig. 1.—Storage of DDT in the subcutaneous fat of volunteers given 
indicated doses of recrystallized p,p’-isomer of DDT. 


ferentiation of heat and cold; and function of the 
cranial nerves, including identification of an odor, 
visual fields, reactivity of pupils, extraocular move- 
ments, strength of bite, sensation of the face, coordina- 
tion and strength of facial muscles, hearing, pharyn- 
geal reflex and voice, and protrusion of the tongue. 
All of the participants remained normal in regard to 
these neurological tests; of particular interest, they 
showed no loss of coordination and no indication of 
tremor. 

In contrast to the random and normal variation en- 
countered in other tests, the values for the storage and 
excretion of DDT-derived materials showed a strong 
correlation with dosage and with duration of exposure. 
In conclusion, during the entire study, no volunteer 
complained of any symptom or showed any sign of 
illness that did not have an easily recognized cause 
clearly unrelated to exposure to DDT. 

Storage of DDT-Derived Materials.—The storage 
of DDT in subacutaneous fat by groups 1, 2, and 3 is 
shown in figure 1 and that by groups 4, 5, and 6 in 
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figure 2. It is clear that storage was directly propor- 
tional to dosage. The graphs suggest that, at the dos- 
ages used, human males achieve storage equilibrium 
for DDT in about a year, but further observation is 
necessary to establish this conclusion firmly. The ab- 
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Fig. 2.—Storage of DDT in the subcutaneous fat of volunteers given 
indicated doses of technical DDT. 


solute variation was greater among the higher storage 
level values, but, as shown by a comparison of the 
coefficients of variation in table 4, the relative varia- 
tion remained about the same. 

An unexpected finding was the difference in the 
amount of storage at the same dosage in connection 
with recrystallized DDT and technical DDT respec- 
tively. Rats show a difference in this regard, but it is 
smaller in degree and opposite in direction; that is, 
under conditions of equal exposure, rats store more 
technical DDT than recrystallized DDT. At a dosage 
of about 0.5 mg. per kilogram of body weight per day 
for 10 months or more, the volunteers stored recrys- 
tallized DDT in their fat at a concentration of 216 
to 466 ppm (mean, 340 ppm). At the same dosage 
for the same period, other volunteers stored technical 
DDT at a concentration of 101 to 367 ppm (mean, 234 
ppm). Unfortunately, it is impossible to determine 
whether the difference was associated with the char- 


TaBLe 4.—Variability of Storage of DDT at 
Different Storage Levels 


Duration of Exposure, Mo. 
<= 


— 
0 6 
No. Mean Mean Mean 
of Storage, Vx,t Storage, Vx,t Storage, Vx,t 
Group” Men Ppm % Ppm % Ppm 
3 8 6.5 10.0 202 15.3 ee << 
6 6 Ee | 20.2 155 15.6 210 12.0 


* For each group, the same persons were considered in each calculation. 
+ Coefficient of variation of the standard error of the mean. 


acter of the DDT samples or with the formulations in 
which they were administered. As shown in table 5, 
however, the level of statistical significance for the 
difference between the storage of recrystallized and of 
technical DDT is very nearly as great as the signi- 
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ficance of differences based on dosage and on duration 
of exposure calculated in the same way. These latter 
differences, of course, have a simple, biological ex- 
planation. The statistical analysis indicates that the 
difference between the storage of recrystallized and 


TABLE 5.—Statistical Significance of Differences in DDT 
Storage in Human Fat Associated with Dosage, 
Duration of Exposure, and Type of DDT 


Statistical Level 


Condition Comparison of Difference, % 
Duration of Exposure, Mo. 
Dosage, 
Type of DDT - Mege./Man/Day 3-6 7-18 
Technical 0 vs. 3.5 <95 >99 
3.5 vs. 35 >99 
Reerystallized 0 vs. 3.5 >99 >99 
3.5 vs. 35 >99 >99 
Dosage, Mg./Man/Day 
Duration of 
Type of DDT Exposure, Mo 3.5 85 
Teehnical 0 vs. 3-6 49 >99 
3-6 vs. 7-18 >99 > 
Reerystallized 0 vs. 3-6 >99 w 
3-6 vs. 7-18 >99 > 
Dosage, Mg./Man/Day 
Exposure, Mo. Type of DDT 3.5 35 
3-6 Tech. vs. Reeryst. >99 
7-18 Tech. vs. Reeryst. >99 >95 


of technical DDT cannot be ignored but should be the 
subject of further studies in the hope that a reasonable 
biological and/or chemical explanation may be found. 

Storage of DDE in subacutaneous fat is shown in 
table 3 and figure 3. In the presence of ordinary dietary 
exposure to DDT, the storage of DDE showed about 
the same variability as the storage of DDT. For the 
men entering the experiment the average storage of 
DDE was 11.2 +0.74 ppm, giving a coefficient of 
variation for the standard error of 6.0%; the average 
storage of DDT was 7.4 +0.37, giving a coefficient of 
variation of 5.0%. Men who ate recrystallized DDT 
showed a definite increase in the absolute amount of 
DDE stored. After six months at a dosage of 35 mg. 
per man per day, eight men showed an average DDE 
storage of 32.6 +7.0 ppm as compared to 12.3 +1.5 
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Fig. 3.—Storage of DDE in the subcutaneous fat of volunteers given indi- 
cated doses of recrystallized p,p’-isomer of DDT. For graphic clarity, values 
for the control group have not been plotted. 


ppm for the same individuals upon entering the experi- 
ment. There was a further increase of DDE storage 
during additional months of exposure; however, DDT 
was stored in so much greater concentrations that the 
relative storage of DDE decreased sharply. Thus, 
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after six months at a dosage of 35 mg. per man per 
day, eight men stored only 14% of their total DDT- 
derived material in the form of DDE, as compared to 
65% for the same persons at the beginning of the 
experiment. : 

The storage of DDE by men who ate technical DDT 
presented a different picture. Until 18 months of ex- 
posure, there was no clear evidence that those men 
stored any more DDE after exposure than they did 
before; however, at 18 months, the only three samples 
available showed DDE concentrations of 85, 42, and 
28 ppm. Although these values constituted only 16% 
of the total storage of DDT-derived material, they are 
all well above average for general population figures 
and thus indicate the conversion of technical DDT to 
DDE in the volunteers. The question is complicated 
by. the fact that the chemical method does not ‘permit 
measurement of DDE when it constitutes less than 
10% of the total DDT-derived material in the eluate 
from the chromatographic column. It is possible that 
a limitation of the chemical methodology may account 
for the apparent difference in the way in which human 
beings handle recrystallized DDT and technical DDT. 

No conclusion can be reached regarding the time 
at which equilibrium is reached in the storage of DDE. 
Figure 3 might be thought to suggest the establish- 


TABLE 6.—Variability in Fat Storage of DDT Expressed on 
the Basis of Concentration and Total Amount Stored 


DDT Storage in Fat 


Concentration Total Amount 
Duration of Daily DDT - 
Exposure, Dosage, No. of Mean, Vx," Mean, i 
Mo. Me. Men Ppm % Gm. % 
0 4 8.5 18.0 0.109 14.0 
5.9 3.5 5 25.2 15.9 0.354 11.8 
35 9 167.0 17.9 2.245 15.5 
0 3 11.6 24.1 0.152 26.9 
11.5-12.9 3.5 4 44.0 34.1 0.613 23.2 
35 8 270.0 15.9 3.280 15.2 


* Coefficient of variation of the standard error of the mean. 


ment of equilibrium at about a year, but the number 
of values available for comparison is very small. In 
animals, it generally requires longer to establish stor- 
age equilibrium for DDE than for DDT. 

As an alternative to the use of concentration as a 
measure of DDT storage, the total amount of DDT 
stored per man was considered. This value was de- 
termined by multiplying the weight of the subject's 
body fat by the concentration of DDT in his fat. In 
table 6, the results of this study are shown. It is ap- 
parent from inspection of the coefficients of variation 
that the intergroup differences were about the same, 
using either DDT concentration in fat or total DDT 
content as a measure of the magnitude of DDT stor- 
age. The average total DDT storage for the highest 
dosage group after 12 months of exposure was 3.28 
gm., based on measured concentration of DDT in fat 
and estimated total body fat. This average total storage 
would represent a potential DDT dosage to the aver- 
age man (70 kg.) of 47 mg. per kilogram. It is un- 
realistic to suppose that fat would ever be metabolized 
rapidly enough to cause acute clinical DDT poisoning 
when the total available dosage is 50 mg. per kilo- 
gram or less. 
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In single specimens of blood taken from 4 men who 
had received 599 or more doses at the highest rate, 
DDT was found at a concentration of 1.6 to 4.2 ppm 
or an average of 2.8 ppm. DDE was found in these 
specimens at concentrations of 1.3 to 3.1 ppm or an 
average of 1.9 ppm. In the individual samples, DDE 
constituted 34 to 45% of the total DDT-derived ma- 
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Fig. 4.—Urinary excretion of DDA by men given indicated dosage of 
recrystallized p,p’-isomer of DDT. E. L. = experimental limit, a concen- 
tration too small to be detected by the available chemical method. 


terial. Specimens of saliva collected the same day from 
the same 4 men contained no detectable DDT-derived 
material. Results were also negative for a single speci- 
men of bile diluted with intestinal juice. 

Excretion of DDT-Derived Materials.—Urinary ex- 
cretion of DDA is shown in figures 4 and 5. The study 
of urinary excretion was exploratory at first. The meth- 
od for isolating DDA from urine was perfected during 
the course of the experiment.* For this reason, the 
early values are considered less accurate than the 
later ones; even so, certain conclusions are justified. 
The daily ingestion of 3.5 mg. or more of DDT led to 
the excretion of substantial amounts of DDA in about 
30 days. There were no values to indicate how early 
excretion might be detected regularly; however, even 
subjects with only dietary exposure to DDT occasion- 
ally excreted DDA at concentrations that approached 
0.2 ppm, indicating a distinct relation between DDT 
dosage and the amount of DDA excretion. The excre- 
tion of DDA also increased with the duration of DDT 
exposure. The highest concentration of DDA observed 
in a single sample was 9.6 ppm. Of particular interest 
was the study of 24-hour urine samples recorded in 
table 7. These samples show the marked variation of 
DDA concentration characteristic of samples collected 
at a single voiding. When the concentration was multi- 
plied by volume to give total DDA content in milli- 
grams, the variation was reduced. Thus, considering 
all observed values, the coefficient of variation for 
DDA concentration was 16.3%, whereas that for total 
DDA content of the same samples was only 5.4%. The 
variation between samples of urine from a given man 
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taken on different days tended to be about the same as 
the variation between samples from different men 
taken on the same day. The specific gravity of urine 
samples tends to be inversely proportional to the 
volume; however, the variation in DDA concentration 
values for urine samples collected at a single voiding 
could not be decreased significantly by adjusting the 
values in accordance with the specific gravity of the 
various samples. In view of the results with 24-hour 
samples, this may indicate that the excretion of DDA 
does not parallel that of sodium chloride and other 
solids, which play a major role in the determination of 
specific gravity. 

Expressed as DDT, the DDA found in the 24-hour 
urine samples varied from 4.8 to 9.6 mg. and averaged 
6.7 mg. per sample. Thus, after storage equilibrium 
had been achieved, it was possible, through urinary 
excretion, to account for 13.6 to 27.4% or an average 
of 19.0% of the entire ingested dose. Figures 4 and 
especially 5 suggest that equilibrium of DDA excre- 
tion is reached in about a year. A specimen of feces 
from a man at the highest dosage level contained DDT 
(2.6 ppm) and DDE (2.7 ppm). Difficulty with isolat- 
ing DDT-deriven material from human feces is great, 
especially with the acid fraction (DDA and related 
materials ). DDA was not demonstrated, but its pres- 
ence, or the presence of related material, is not ex- 
cluded. 
Comment 


As shown in table 8, the median storage of DDT 
found in the volunteers before they entered the ex- 
periment corresponded well with that reported by 
Laug and co-workers *° for a series of samples collected 
from the general population sometime before 1951. 
Laug and his colleagues did not distinguish DDE. The 
estimation of DDT reported in that paper is more 
comparable with the estimation of DDT in the present 


TaBLe 7.—Recovery of DDA- from Twenty-Four-Hour Urine 
Specimens from Volunteers Who Had Received DDT at the Rate 
of Thirty-Five Milligrams per Man per Day for Sixteen or More 


Months 
Group no. 3 6 6 6 6 
Case no. 25 44 46 47 49 
7} Oct. 3 2.70 7.04 1.66 2.55 3.08 
Concentration Oct. 4 3.12 2.04 6.45 0.77 2.08 
of Nov. 29 1.06 5.90 
DDA f Nov. 30 2.80 5.60 
ppm Mean 2.91 4.54 4.06 1.79 4.16 
8.E. 0.21 2.50 2.38 0.51 0.94 
Concentration 
of DDA, Vx,* % 7 55 59 29 23 
} Oct. 3 7.35 7.23 8.80 6.30 6.40 
Amount of Oct. 4 6.47 6.34 9.61 4.76 5.56 
DDT- Nov. 29 Kee 5.89 5.65 
equivalent,t Nov. 30 7.48 5.86 
mg./24 hr. Mean 6.91 6.78 9.20 5.98 5.87 
S.E. 0.47 0.48 0.41 0.63 0.19 
Amount 
of DDT, Vx,* % 7 7 4 ll 3 


* Coefficient of variation of the standard error of the mean. 

+ (Mg./kg. of DDA) X (kg. of urine) < 1.26. This latter factor (the divi- 
dend obtained by dividing the molecular weight of DDT by the molecular 
weight of DDA) serves to convert DDA values to DDT equivalent values. 


paper than with the estimation of DDT plus DDE. 
The distribution of the present values for DDT storage 
differs from the distribution reported by Laug in that 
the more recent work shows a concentration of figures 
near the mean and no values at all corresponding to 
Laug’s high and low ranges. This difference in distri- 
bution may be explained by a more constant and more 
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controlled use of DDT in agriculture at the present 
time. Earlier use of the pesticide was more sporadic 
and may have been less well regulated. The difference 
in distribution may also be related to differences in 
chemical method. Early unpublished studies carried 
out in this laboratory at about the same time as those 
of Laug show the same distribution and general mag- 
nitude of values as those reported by Laug. These 
early studies involved sufficient differences in chemical 
method from those now used that it is difficult to 
evaluate the results. Interpretation of early zero values 
appears especially difficult. 

The concentration of DDT stored in the fat of the 
volunteers at apparent equilibrium after the highest 
dosage was almost as high as that for one man with 
extensive occupational exposure who showed 648 ppm 
of DDT and 434 ppm of DDE. The DDE stored by 
the volunteers constituted only an average of 16% or 
less of their total DDT-derived material, whereas the 
corresponding value for the man with occupational 
exposure was 40%. The difference was probably re- 
lated to the duration of high exposure—18 months or 
less for the group and five years for the worker. 


Summary and Conclusions 


With full knowledge of the plan of the study and 
with complete freedom to withdraw at any time, 51 
men volunteered to take daily, oral doses of DDT for 
different intervals. One-third of the men received no 
DDT except that in the ordinary diet; one-third re- 
ceived 3.5 mg. per man per day; and one-third received 
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Fig. 5.—Urinary excretion of DDA by men given indicated dosage of 
technical DDT. E. L. = experimental limit, a concentration too small to 
be detected by the available chemical method. 


35 mg. per man per day, which is about 200 times the 
daily rate at which an average man receives DDT 
from his diet. During the entire study, no volunteer 
complained of any symptom or showed, by the tests 
used, any sign of illness that did not have an easily 


recognized cause clearly unrelated to exposure to 
DDT. 
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The storage of DDT in man is proportional to dos- 
age. There was an unexplained difference in the 
storage of recrystallized and of technical DDT. The 
pure material was stored in fat at an average concen- 
tration of 340 ppm and the technical material at an 
average concentration of 234 ppm after an identical 
dosage of 35 mg. per man per day. It appears that, at 


TaBLe 8.—Range of Concentration of 
DDT Found in Human Fat 


Range Cases, % 
mm 
Ppm DDT Laug Report This Study 
0.0 
0.1-1.0 
1.1-5.0 
5.1-10.0 
10.1-20.0 
Over 20.0 


ot BR o 


the dosages used, human males achieve maximum 
storage of DDT in about a year and thereafter store no 
more of the material despite continued intake. Men 
who ate DDT showed an absolute increase in the stor- 
age of DDE. No conclusion could be reached regard- 
ing the time at which equilibrium is reached in the 
storage of DDE. The storage of DDT and the storage 
of DDE show about the same relative variation (co- 
efficient of variation) at different dosage levels, but 
the absolute variation is, of course, greater at higher 
dosages. 

A method for determining the concentration of 
DDA in urine was perfected during the course of the 
study. The excretion of DDA is proportional to the 
dosage of DDT. This makes possible an objective 
measurement of DDT absorption by the determina- 
tion of DDA in urine and greatly expands the possi- 
bility of practical study of formulators and others who 
have occupational exposure to DDT. It was possible 
to account for about 20% of the DDT administered, in 
terms of DDA excreted in the urine. The results in- 
dicate that a large safety factor is associated with 
DDT as it now occurs in the general diet. 


The chlorophenothane (DDT) capsules were supplied by R. P. Scherer 
Corporation, Detroit. 
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THE PROPER EMPHASIS IN TRAFFIC SAFETY 


Traffic accidents continue to cause a high proportion 
of the total death rate. In 1954, 100,000 persons were 
totally disabled and 35,586 were killed in such acci- 
dents. The index of THE Journat for the past 12 
months lists no less than 15 items dealing with this 
subject. Much has been done to improve the safety 
of our roads, but the adoption of proved safety meas- 
ures in the design of our cars still lags far behind dis- 
covery.’ This is because the public is still being sold 
on the basis of greater speed and more glamorous 
design with too little thought to improved safety. 
Public attitudes have been changed in the past and 
are now in great need of change regarding the most 
essential features of car design. This is a matter to 
which physicians are in a position to lend valuable 
support. 

There are three main factors in the production of 
traffic accidents: the road and other external conditions 
of driving, the vehicle, and the driver; and the greatest 
of these is the driver. Here again much has been done, 
but much more needs to be done. Better training of 
drivers, especially teen-agers, is showing gratifying 
results. Physicians should be careful to warn patients 
not to drive after taking various sedative, antihista- 
minic, and tranquilizing drugs.* Such conditions as 
severe itching or pain, not considered direct accident 
hazards, produce disturbances that may divert a 
driver's attention. Physicians should warn patients 
with such conditions against driving.* Other disorders 
such as nephritis, congenital heart disease, and leu- 
kemia present potential future hazards, and the phy- 
sician should keep patients with these conditions un- 
der close observation with this in mind. McGuire * 
draws attention to the fact that much of our failure in 
past campaigns to promote safe driving has been due 
to the fact that in an effort to reach the whole popula- 
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tion by an appeal to reason we often reach only those 
who have the least need for such admonition. Safety 
campaigns should be devised to appeal to the emotions 
of the masses and not merely to reason. 

Success in meeting the problem of ever-increasing 
injury and death on our highways will require the 
cooperation of the best minds in medicine, highway 
engineering, and car design. Despite the fact that 
much publicity has been given to this problem, more 
and better publicity is needed. Physicians can help by 
approving and supporting necessary research, by fur- 
nishing valid data on survivals and deaths, and by re- 
lating every patient’s condition to his potential driving 
ability.” They can also help promote a sense of civic 
responsibility by expressing support of sound traffic 
safety programs and being as active as possible in 
their local safety councils. 

Elsewhere in this issue (page 888), Medicine at 
Work explores the role of physicians as leaders in the 
fight against a “disease” that is killing persons at the 
rate of one every 14 minutes and injuring someone 
every 25 seconds in the United States. The article cites 
traffic casualties as a national crisis that challenges the 
physician to project his status from advisor of motorist- 
patients into the wider function of medical counselor 


in the whole field of road safety. 


ASEPTIC NECROSIS OF JOINTS 


Massive degenerative changes in weight-bearing 
joints have been observed occasionally among patients 
under treatment with either corticotropin, cortisone, or 
other adrenal hormones. Most frequently affected have 
been the hips; however, similar changes have been ob- 
served in the knee, ankle, and subastragalar joints. if 
the hip has been affected, a roentgenographic appear- 
ance suggesting aseptic necrosis may be observed. In 
such instances the femoral head may be markedly de- 
formed, overlying cartilage may deteriorate rapidly, 
and prominent secondary hypertrophic changes may 
appear about the joint margins. The- most likely cause 
of this complication is the greatly increased use to 
which patients submit joints already damaged by rheu- 
matoid arthritis. When such patients are not treated 
with hormones, they may be prevented from using the 
damaged joints because of pain. Under the influence 
of hormones, pain may be greatly moderated, permit- 
ting the patient to get about and expose the joints to 
unusual trauma. 

Treatment of rheumatoid arthritis with these hor- 
mones poses a variety of dilemmas, and the possibility 
of development of aseptic necrosis or Charcot-like de- 
terioration of weight-bearing joints is one of the more 
important. To minimize the occurrence of this prob- 
lem, patients can be warned to avoid weight-bearing 
as much as possible, to use crutches and canes to sup- 
port already damaged joints, and, thus, to extend the 
usefulnesseef-joirits. Once the condition appears, only 
conservative measures of treatment are of any help. 
These may include use of analgesics, heat, and mas- 
sage, together with instructions to avoid as much as 
possible further use of the joints. 
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e None of us had to register to vote, and perhaps there election day it will be too late to complain that we did 
S are some who did not. None of us has to vote on Nov. 6, not know a certain defeated candidate believed as we 
€ either, and there are some who will not. None of us do. There are only a few days left to learn the candi- 
= even has to vote for all the offices on the ballot, and dates and the issues, but, if we are to vote intelligently, 
Tr election results always show that voters skip over it is our duty to know and to decide before going to 
many offices. No, there is no one forcing us to register, the polls. 
no one herding us to the polls, and no one compelling Registration this year is heartening, and there is 
us to fill out the complete ballot. Our voting process is reason to believe the 61,500,000 votes of 1952, or the 
entirely voluntary, with the choice of registering and 62.7% of the eligible voters, will be surpassed in the 
voting up to the individual. We might even say that coming election. The time we spend learning about 
4 the right-to-stay-at-home on election day is a privilege the candidates and issues—local, state, and national— 
S we all have. But all privileges are not always advan- is as important as the actual casting of a ballot. There 
r tageous to us and to society, and certainly a decision is still time to review records, policies, and pledges 
© to ignore voting can be political suicide from the stand- and to appraise the candidates. Do not put it off; the 
? point of the individual, the community, and the nation. time is too short. And do not stop with an analysis of 
f Our whole system of representative government just the presidential, senatorial, and congressional 
i rests on the basic principle that election decisions races. Decide on candidates for every state and local 
n should be made by all the people eligible to vote. If office lest you be tempted to vote for someone only be- 
> we fail to vote, we undermine that system of govern- cause he has a familiar name or he belongs to your 
’, ment by destroying its basic principle. If there is a party. Every elective office is an important position, 
y more valuable right of an American citizen than the and it deserves the attention of all responsible voters. 
e right to vote, I do not know what it could be. It is a After you have made your choices, do not fail to 
0 right that must be exercised completely and thoughtful- vote. Many contests have been decided by a single 
- ly, beginning with registration and following through vote. Our history—past and present—is full of such ex- 
d to voting for the last candidate on the ballot. amples. My own state of California was admitted to 
e Those of us who have registered have taken the first the Union by one vote, and I have seen many districts 
e big step, and we cannot afford to stay home and thus in the nation carried by a single vote. I cast my vote 
. lose our vote like so many have already done by failing knowing that it can elect my candidate or defeat an 
O to register. The government we have is ours, and the opponent. I cast it realizing that my candidate deserves 
government we are going to get on Nov. 6 is to be ours. it and needs it if he is to win. One vote can be a power- 
‘ That is the way we want it, and that is the way it will ful force. It wins or loses battles, and we do not have 
y stay as long as we conscientiously exercise our right of to turn the calendar back too many months to prove 
franchise. The idea that “poor government and bad dramatically that it does happen. 
‘. officials are elected by good citizens who do not vote” You undoubtedly have strong opinions about the is- 
4 is old, but it bears repeating and remembering. sues and the candidates, but what good will these be 
Now is the time to make our decisions on the candi- if you fail to exercise your franchise? Your voice will 
. dates. Study them and the issues so you will be pre- be heard clearly if you speak at the polls in behalf of 
4 pared to vote for those you think will serve your com- the issues and personalities you favor. 
ao munity, state, and nation best. Last-minute decisions Doctor, make yourself an appointment to vote on 
y in the polling booth are not fair to the candidates, and Nov. 6, and do not fail to keep it. You and your govern- 
». they are hit-or-miss conclusions. Those we elect on ment could be a heavy loser if you stay home. 
i Nov. 6 will be managing our affairs at all levels and Dwicut H. Murray, M.D., 
s introducing legislation for the next few years. After Napa, Calif. 


- ‘ | 
4 
A 
7 
4 


J.A.M.A., October 27, 1956 


ORGANIZATION SECTION 


LETS KEEP THE DOOR OPEN 
George F. Lull, M.D., Chicago 


When the American Legion and the American Medi- 
cal Association agree—as they already do on many 
principles and in many areas of activity—they should 
cooperate to the fullest possible extent, not just for 
their mutual benefit but for the benefit of all Ameri- 
cans. On the other hand, if and when they disagree 
on certain points, they must do so calmly, reasonably, 
and with respect for one another's motives. After all, 
differences of opinion, and.the right to express those 
opinions, are important ingredients in the democracy 
to which both groups are dedicated. 

That is the essence of my main message. Why does 
the A. M. A. consider it good policy to repeat and re- 
emphasize that message whenever possible? What 
has happened in relations between the Legion and 
the A. M. A. to make such a message necessary? For 
the benefit of those who may not be familiar with this 
subject, I shall sketch very briefly the background of 
the past three years. Also, I would like to report some 
of the most recent developments bearing on the situa- 
tion. 

Recent Developments 


For about 20 years, until June, 1953, the Legion and 
the A. M. A. had a friendly relationship, in which they 
exchanged views, cooperated on certain projects, and 
shared many common objectives. That relationship 
was based on the fact that both organizations are in- 
fluential, patriotic groups dedicated to the American 
way of life and opposed to any trends or influences 
that would undermine the foundations of our national 
vitality. Fortunately, that basis for cooperation still 
exists. 

However, the calm water became somewhat choppy 
after the 1953 Annual Meeting of the A. M. A. At that 
time the House of Delegates adopted the Association’s 
present policy concerning the federal government's 
responsibility for the hospital and medical care of vet- 
erans with non-service-connected disabilities. That 
policy—and I want to emphasize this—that policy in 
no way suggested any change or limitation in the 
Veterans Administration’s program of care for veterans 
with service-connected disabilities. The A. M. A. 
heartily supports that program, which is a definite 
national obligation to veterans who are ill or disabled 
as a result of their military service. The present 
A. M. A. policy also does not involve wartime veterans 
with non-service-connected tuberculosis or neuropsy- 
chiatric disorders, whenever local facilities are unavail- 
able. The policy simply recommends that the remain- 
ing non-service-connected disabilities—the so-called 


Secretary-General Manager of the American Medical Association. 


Read before the Arkansas Department of the American Legion, El Dorado, 
Ark., July 20, 1956. 


general medical and surgical conditions that have no 
relation to military service—should become the re- 
sponsibility of -the individual veteran and his com- 
munity, instead of the federal government. 

For more than a year after the A. M. A. adopted 
that policy, relations with the Legion were, to put it 
mildly, not exactly convivial. Most physicians were 
amazed at some of the extreme and bitter charges 
made against the medical profession by a few Legion 
officials. We can only conclude that some of the na- 
tional and state Legion leaders who were in office at 
the time either misunderstood or misinterpreted the 
A. M. A. policy. At any rate, there was a welcome 
change of atmosphere after the 1954 national conven- 
tion of the American Legion. The new national com- 
mander, Seaborn P. Collins, addressed the A. M. A. 
House of Delegates later that year at the Clinical 
Meeting in Miami, Fla. He urged that the controversy 
over veterans’ medical care be removed from the area 
of name-calling and propaganda, and he emphasized 
the point that “we are citizens first, and doctors and 
veterans second.” 

Suggesting establishment of a liaison arrangement 
to help work out a better mutual understanding, Mr. 
Collins told the A. M. A. House of Delegates, “If our 
two groups approach the subject of medical care for 
veterans in this sincere, honest and reasonable fashion, 
I believe that we can resolve our differences, or at 
least achieve an understanding of each other's posi- 
tion which will permit us to continue to collaborate 
and cooperate in those fields where we do agree.” 

As a result of that suggestion, both the Legion and 
the A. M. A. appointed liaison committees to explore 
possible areas of agreement, Those committees met 
several times during 1955 and the early part of this 
year. They reached agreement on a number of points, 
but they were far apart on others. However, the im- 
portant thing is that they got together in an atmos- 
phere of reason, mutual respect, and friendly give-and- 
take across the conference table. And Dr. Elmer Hess, 
immediate past-president of the A. M. A., in his term- 
end report to the House of Delegates in Chicago in 
June, paid particular tribute to the cooperative spirit 
of Mr. Collins and Governor George Craig of Indiana, 
another past-commander of the Legion. 

The A. M. A. liaison committee, after presenting 
its report to the Board of Trustees, was discharged 
from further duty. The issues in question have been 
referred back to the Committee on Federal Medical 
Services of the Council on Medical Service, which will 
continue its studies in the field of veterans’ medical 
care. At the Chicago meeting, the A. M. A. House of 
Delegates adopted a report by the Committee on 
Federal Medical Services that included the following 
statements: 

The Committee is of the opinion that the American Medical 
Association and the American Legion should continue to co- 


operate in an effort to provide the finest medical care for all 
segments of the American public, with special emphasis on the 
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obligations of a grateful nation toward those who have suffered 
disability as a result of military service. It is the further recom- 
mendation of the Committee that both organizations should join 
in aggressively seeking an adequate program of prevention and 
treatment of mental disorders. 


Another point on which the two organizations have 
had differences of opinion in the past is the practice 
of establishing a “presumption” of service connection 
for veterans’ disabilities by legislative action rather 
than by scientific medical examination. Under this 
practice, which already includes about 30 specific dis- 
abilities, a condition is automatically assumed to be 
service-connected if it occurs within a certain length 
of time after discharge from service. This, in effect, is 
simply an indirect method of increasing the VA load of 
patients with non-service-connected disabilities. The 
A. M. A. believes, and has so testified many times 
before congressionai committees, that each case should 
be determined on an individual basis, after sound, 
careful, medical examination. It holds that it is med- 
ically illogical and economically unsound to pass laws 
that decree that a disability is automatically classified 
as service-connected simply because it occurs within 
one, or two, or three years after military discharge. 
The result of this trend could well be that Congress 
would declare all veterans’ ailments to be service- 
connected. It has been encouraging to note that in 
this session of the 84th Congress the Legion has 
actively supported only one of the most recent bills 
proposing still more presumptions of service connec- 
tion. That bill is H. R. 1618, which involves multiple 
sclerosis and the chronic functional psychoses. 

That, as far as my knowledge goes, is the present 
situation. The really important point, in my opinion, 
is the fact that for almost two years now the Legion 
and the A. M. A. have kept the discussions of these 
issues on a high level. During that period of time, the 
problem has been removed from the area of name- 
calling and propaganda, charges and countercharges, 
smear tactics and emotionalism. I am sure that I ex- 
press the hope of the vast majority of both physicians 
and legionnaires when I say, “Let's keep it that way.” 


Areas of Agreement and Cooperation 


The groups have too much in common—as patriotic 
Americans, as fellow veterans, as staunch defenders of 
freedom and democracy, and as partners in several 
specific projects of mutual interest—to allow differ- 
ences of opinion over one issue to threaten their 
fundamental unity of purpose. Whether they ever 
agree on all aspects of the veterans’ medical care prob- 
lem, they should continue to work together in those 
areas where their joint efforts will constitute a service 
to our country. After all, every year in this country 
thousands of couples celebrate their golden wedding 
anniversaries. In the vast majority of cases, we would 
be rather “pollyanna” and unrealistic if we assumed 
that those couples never had an argument. Neverthe- 
less, whether they argued over in-laws, money, or the 
husband’s cigar smoking, they did not allow such side 
issues to disrupt their basic unity. They might have 
not been completely enchanted with one another every 
hour of every day, but they did not let temporary ir- 


ORGANIZATION SECTION 901 


ritations destroy something far more important. The 
Legion and the A. M. A., of course, could hardly be 
described as an elderly married couple, but I think the 
basic analogy holds true. By keeping differences in 
proper perspective, they can preserve a working re- 
lationship and a common devotion to American ideals 
that will be of benefit to our nation. 

For example, in the broad field of ideology the 
Legion and the A. M. A. stand together as enemies of 
communism, socialism, fascism, or any other political, 
social, and economic philosophy that is contrary to 
American tradition. The Legion was one of the medical 
profession's earliest and most helpful allies in its cam- 
paign against national compulsory health insurance 
just a few years ago. The A. M. A. for the past five 
or six years has contributed annually to help support 
the All-American Conference to Combat Communism, 
a project in which the Legion also has been interested. 
Both organizations are increasing their efforts to de- 
velop a positive understanding of Americanism and to 
urge a wider, more vigorous participation in the duties 
of citizenship. Both the Legion and the A. M. A. 
have affirmed and reaffirmed their support of the gen- 
eral principles contained in the so-called Bricker 
amendment. The purpose of that proposed amendment 
to the Constitution is to protect the nation and the 
individual states from unwanted legislation that might 
be imposed through treaties or executive agreements 
with foreign countries. 

For many years, to mention a specific project of a 
different kind, the Legion and the A. M. A. have been 
working together in the field of maternal and child 
health. In fact, Dr. Garland Murphy of El Dorado, 
Ark., vice-chairman of the Legion's child welfare com- 
mission, is the Legion's representative on the Commit- 
tee on Maternal and Child Care of the A. M. A. Coun- 
cil on Medical Service. Both the Legion and the 
A. M. A. actively supported the Mental Health Study 
Act of 1955, which was passed by Congress last year 
without a dissenting vote. Under that law, an intensive 
three-year study is now under way by the Joint Com- 
mission on Mental Illness and Health, an organization 
sponsored by the A. M. A., along with about 20 other 
groups interested in that field. This is another area 
where the Legion and the A. M. A. can do much to 
help solve a major national health problem, for the 
benefit of veterans and nonveterans alike. There are 
many other projects, subjects, and ideas on which the 
American Legion and the American Medical Associa- 
tion already cooperate, already agree, or can do so in 
the future. Let’s keep the door open—by keeping our 
heads. 


MEDICAL CIVIL DEFENSE CONFERENCE 


The County Medical Societies Civil Defense Organ- - 
ization will hold its seventh conference on Nov. 10-11, 
1956, in Chicago at the Morrison Hotel. The Council 
on National Defense of the American Medical Associ- 
ation sponsors this yearly conference, which is de- 
signed to help local medical and health personnel plan 
for their roles in civil defense. The conference pro- 
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gram, this year, is specifically planned to acquaint 
individuals at the local medical and health group level 
with practical information concerning responsibilities, 
preparation, and coordination of medical and health 
civil defense activities. Individuals desiring additional 
information on this conference are requested to con- 
tact Mr. Frank W. Barton, Secretary, Council on Na- 
tional Defense, American Medical Association, 535 N. 
Dearborn St., Chicago 10. 


PROGRAM 
SATURDAY MORNING-NOV. 10, 1956 
COTILLION ROOM 


8:00-9:00 Registration 


9:00-9:05 Call to Order 


Max L. Licuter, M.D., Member, Committee 
on Civil Defense, Council on National Defense, 
A. M. A., Detroit. 


9:05-9:15 Address of Welcome 
Harovp C. Luetu, M.D., Chairman, Commit- 
tee on Civil Defense, Council on National De- 
fense, A, M. A., Evanston, IIl. 


9:15-10:00 A Critical Analysis and Evaluation of 
Civil Defense 
Honorable Cuet Houirie.p, U.S. Congressman, 
19th District of California, Chairman, Sub- 
Committee on Military Operations, Committee 
on Government Operations. 


10:00-12:00 How to Plan for Disaster—Panel Discussion 

Moderator—Cuar.es P. ANDERSON, M.D., Dep- 

uty Commissioner, Medical Services, Depart- 

ment of Health, Detroit. 

(a) Casualty Estimates in Nuclear Warfare 
Lieut. Col. ARrHuUR STEER, M.C., U. S. A., 
Deputy Commandant, Walter Reed Army 
Institute of Research, Washington, D. C. 

(b) Current Planning Concepts 
M. M. Van Sanopt, M.D., Director, Medi- 
cal Care Division, Health Office, Federal 
Civil Defense Administration, Battle Creek, 
Mich. 

(c) Management and Care of Mass Casualties 
Col. Josepu R. SHAEFFER, M.C., U. S. A., 
Chief, Department of Atomic Casualties 
Studies, Walter Reed Army Institute of Re- 
search, Washington, D. C. 

(d) Hospital Planning for Disaster 
Jacques Cousin, Director, Oakwood Hos- 
pital, Dearborn, Mich. 


12:00 Luncheon—Embassy Room 


SATURDAY AFTERNOON-NOV. 10, 1956 
COTILLION ROOM 


2:00-5:00 |Workshop Session—CPX Operation (Paper 

Logistical Exercise) 
Presiding—C, P. ANDERSON, M.D. 

The entire afternoon session will be devoted to 
group CPX sessions led by representatives of the 
Federal Civil Defense Administration. Conference 
participants will be divided into three working 
groups. 

5:00 Adjournment 

6:15-7:15 Social Hour—Embassy Room 
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SUNDAY MORNING-—NOV. 11, 1956 
COTILLION ROOM 


9:00-10:30 Reports of Workshop Sessions 
Presiding—Harovp C. Luetu, M.D. 


10:30-12:00 Planning for Support—Panel Discussion 
Moderator—James H. Lape, M.D., Director, Of- 
fice of Medical Defense, Department of Health, 
State of New York, Albany. 


(a) Resources Evaluation 
C. P. ANDERSON, M.D. 


(b) Federal Supplemental Support 
Joun M. Wurrney, M.D., Director, Health 
Office, Federal Civil Defense Administra- 
tion, Battle Creek, Mich. 


(c) Support Areas 
Frank F, Scuape, M.D., Chief of Medical 
and Health Section of Los Angeles County 
and Cities Civil Defense Planning Board, 
Los Angeles. 


12:00 Luncheon—Embassy Room 
Mass Feeding and Integration of Services 
Mrs. Katuryn G. Gasker, Executive Secretary, 
Disaster-Relief Committee, Academy of Medi- 
cine of Cleveland. 


SUNDAY AFTERNOON-NOV. 11, 1956 


2:00-3:30 Mental Health Needs in Civil Defense and 
Disaster Planning—Symposium 

Ozro T. Woops, M.D., Mental Hygiene Con- 
sultant, Federal Civil Defense Administration, 
Dallas, Texas. 
Caxvin S, Drayer, M.D., Chairman, Commit- 
tee on Civil Defense, American Psychiatric As- 
sociation, Philadelphia. 
Col. ALBert J. Giass, M.C., U. S. A., Chief, 
Department of Neuropsychiatry, Walter Reed 
Army Hospital, Washington, D. C. 


3:30-3:45 The A. M. A. Council on National Defense 
Mr. Frank W. Barton, Secretary, Council on 
National Defense, A. M. A. 


3:45-4:15 Business Session—Adjournment 
Max L. Licuter, M.D. 


PLAN HAWAIIAN TRIP AFTER SEATTLE 
MEETING 


Physicians and their wives planning to attend the . 
A.M.A. Clinical Session in Seattle, Nov. 27-30, are in- 
vited to take a Hawaiian vacation after the meeting. 
Ralph W. Neill, executive secretary of the Washing- 
ton State Medical Association, has made arrangements 
for two different air cruises to Hawaii, direct from 
Seattle. Cruise highlights include air fare, accommo- 
dations at first-class hotels in Honolulu, sightseeing 
to the various islands, a yacht cruise of Pearl Harbor, 
a native “luau” and the services of experienced travel 
representatives. Details may be obtained from Mr. 
Neill, Washington State Medical Association, 1309 
Seventh Ave., Seattle 1. 
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ALABAMA 

Surgeons Meeting.—The annual meeting of the Alabama division, 
International College of Surgeons, will be held at the Druid City 
Hospital, Tuscaloosa, Oct. 31. The medical profession is invited. 


CALIFORNIA 


Grant for Mental Health Research.—A $250,000 grant will be 
made by the Ford Foundation to Mount Sinai Hospital and 
Clinic (8712 Beverly Blvd., Los Angeles) for a portion of its 
mental health research program. Mount Sinai Hospital recently 
opened its 34-bed psychiatric inpatient department under direc- 
tion of Dr. Steven D. Schwartz, chief of inpatient service of the 
department of psychiatry, assistant clinical professor in the de- 
partment of nervous and mental diseases, College of Medical 
Evangelists, Los Angeles, and attending psychiatrist and neurol- 
ogist at Los Angeles County Hospital (Medical Unit). The 
complete psychiatric program at Mount Sinai Hospital is directed 
by Dr. Franz Alexander, clinical professor of psychiatry at the 
University of Southern California School of Medicine, Los 
Angeles. Dr. Richard E. Renneker, formerly with the Chicago 
Institute of Psychoanalysis, was scheduled to join the staff in 
August as chief of outpatient service. 


COLORADO 


State Medical Election.—Officers of the Colorado State Medical 
Society include Dr. George R. Buck, Denver, president; Dr. 
Gatewood C. Milligan, Englewood, president-elect; Dr. C. 
Walter Metz, Denver, vice-president; Dr. James M. Perkins, Den- 
ver, constitutional secretary (three years); and Dr. William C. 
Service, Colorado Springs, treasurer (three years ). 


CONNECTICUT 


Society News.—The Connecticut State Medical Society is plan- 
ning to sponsor health exhibits at about 20 fairs this fall. The 
project, now in its fifth year, is conducted by county committees 
of the women’s auxiliary in cooperation with the society’s com- 
mittee on rural health. 


Fulbright Fellow.—Dr. David Weinman II, associate professor of 
microbiology at Yale University School of Medicine, New Haven, 
has been granted a Fulbright fellowship that will enable him to 
conduct research at Makerere College in Kampala, Uganda, East 
Africa, Dr. Weinman participated in the Harvard expedition to 
Peru in 1937 and the Harvard-American Foundation for Tropical 
Medicine expedition to Liberia in 1944. He has been a member 
of the Yale faculty since 1948. 


State Aid to Nursing Education.—The Connecticut State Board 
of Examiners for Nursing has announced that 326 awards aver- 
aging $215 each were given to nursing students during the past 
year. The awards, totaling $70,000, were distributed under the 
provisions of section 1692C, chapter 213 of the Connecticut 
statutes, which provides “for a program of financial assistance 
and awards for nursing education in any duly accredited institu- 
tion of learning in Connecticut.” To be eligible for these awards 
a student nurse must have been a resident of the state for four 
years immediately before receiving the award and must agree to 
apply for a license as a nurse in Connecticut and to practice 
nursing in Connecticut immediately on graduation. The awards, 
according to the statute, “Shall not exceed the tuition charged by 
the institution together with the amount of educational fees, 
books, uniforms, board, and lodging.” 


Personal.—The University of Chicago recently conferred on Dr. 
John Rodman Paul, professor of preventive medicine, Yale Uni- 
versity School of Medicine, New Haven, Conn., the honorary 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


degree of doctor of science. The citation read, in part: “A 
meticulous investigator, whose fundamental studies have made 
valuable contributions to our understanding of the etiology, 
epidemiology, and control of a number of important contagious 
diseases.”"——Dr. John P. Bachman, who completed 30 years of 
service with the U. S. Army Medical Department in May, there- 
after became the medical director of the Connecticut State Wel- 
fare Department, succeeding Dr. Harold F. Pierce, who became 
chief medical consultant in the department. Dr. Bachman will 
act as liaison with the Connecticut State Medical Society and 
the Connecticut Hospital Association and will administer those 
functions of the state welfare department concerned with the 
purchase of medical and hospital care. 


DISTRICT OF COLUMBIA 

Personal.—Dr. M. Wharton Young, professor of anatomy at 
Howard University College of Medicine, Washington, D. C., was 
appointed visiting professor of neuroanatomy at the Chicago 
Medical School for the summer quarter. Dr. Young was Fulbright 
Professor of Anatomy at Chiba University of Medicine in Japan 
in 1953.——At the commencement exercises June 3, Boston Uni- 
versity bestowed the honorary degree of doctor of humane letters 
on Dr. Martha May Eliot, chief of the children’s bureau, United 
States Department of Health, Education, and Welfare, Washing- 
ton, D. C. Dr. Eliot has served as United States representative to 
the executive board of the United Nations Children’s Fund since 
1952 and was assistant director general of the World Health 
Organization, 1949-1951.——Dr. Jack Masur, assistant surgeon 
general and chief, Bureau of Medical Services, U. S. Public 
Health Service, delivered the annual Alphonse M. Schwitalla 
Lecture in hospital administration, sponsored by the department 
of hospital administration, at Firmin Desloge Hospital, St. Louis, 
May 15. His subject was “The Hospital Administrator and Pa- 
tient Care.” The lecture is given annually in honor of the Rev. 
Alphonse M. Schwitalla, president emeritus of the Catholic 
Hospital Association of the United States and Canada.——Dr. 
Mark S. Blumberg, formerly acting chief of the health conserva- 
tion section of the U. S. Public Health Service in Washington, 
D. C., has joined the staff of Stanford Research Institute, Menlo 
Park, Calif., as an associate operations analyst in the economics 
division. Subjects Dr. Blumberg will consider in his new assign- 
ment include phases of health screening, industrial medicine, 
hospital planning, care of disaster casualties, medical education, 
and motor vehicle accident prevention. 


FLORIDA 


Course in Vectorcardiography.—A course in vectorcardiography 
will be given evenings at Mount Sinai Hospital of Greater Miami, 
Miami Beach, Nov. 5-9, by Dr. Arthur Girshman of New York 
City. Information may be obtained from the Medical Secretary, 
Mount Sinai Hospital, 4300 Alton Rd., Miami Beach, Fla. 


Faculty Research Award.—The Chicago Medical School an- 
nounces that, beginning with the ensuing academic year, a $1,000 
award for research in medical and allied fields will be presented 
annually to a “promising faculty member” who has been recom- 
mended by the faculty research committee with final approval 
by the faculty council and board of trustees. The award is to be 
known as the Board of Trustees Faculty Research award. 


Carlson Memorial Services.—Memorial services for Dr. Anton 
J. Carlson of the University of Chicago, who died Sept. 2, will 
be held in Pathology 117, Auditorium of Billings Hospital, 950 
E. 59th St., Nov. 3, 2 p. m. Speakers will include Chancellor 
Lawrence A. Kimpton; John O. Hutchens, Ph.D., professor and 
chairman of the department of physiology; and Dr. Lester R. 
Dragstedt, Thomas D. Jones Professor and chairman of the de- 
partment of surgery, University of Chicago School of Medicine, 
who will deliver the principal address. 
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ILLINOIS 

Chicago 

DeLee Lecture.—The 1956 Solomon Theron DeLee Lecture was 
delivered at the Albert Merritt Billings Hospital, Oct. 10, by Dr. 
Hans L. Kottmeier, associate professor, Royal Karolinska Insti- 
tute, Stockholm, Sweden, on “The Treatment of Uterine Carci- 
noma at the Radiumhemmet.” 


Schiller Memorial Fund.—The Alfred A. Schiller Memorial Fund, 
which will provide an annual lectureship, is being established 
at the University of Illinois College of Medicine in honor of Dr. 
Schiller, assistant professor of physiology, who died April 21, 
1955. Contributions to the fund may be sent in care of Dr. 
George E. Wakerlin, 1853 W. Polk St., Chicago 12. 


Study of Combined Premedical and Medical Education.—North- 
western University Medical School has received a three-year 
$75,000 grant from the John and Mary Markle Foundation for 
study of a program to combine premedical and medical educa- 
tion. According to Dr. Richard H. Young, dean, a portion of a 
recent $300,000 grant from the Commonwealth Fund also will 
be used to support the study. The study, which will be conducted 
jointly by faculty members of the medical school, the college of 
liberal arts, and the graduate school, will attempt to provide one 
continuous program of education in basic sciences, humanities, 
and medicine, so that students would begin the new course on 
graduation from high school and, after seven or eight years, 
finish with the degree of doctor of medicine. Two problems to be 
solved in setting up the program will be (1) designing the courses 
so that a student can logically branch out into other fields allied 
to medicine if he desires to drop his training to be a physician 
and (2) designing the program so that graduates from other 
liberal arts colleges may enter the medical program at North- 
western. 


Personal.—Dr. Harold S. Feinhandler, clinical associate in oph- 
thalmology at the Chicago Medical School, has been promoted 
to the rank of associate on the Mount Sinai Hospital staff, which 
is affiliated with the school as a teaching hospital.——Dr. Samuel 
M. Feinberg, professor of medicine, Northwestern University 
Medical School, spoke at Meharry Medical College, Nashville, 
Tenn., June 5, at the celebration of the 80th anniversary of the 
founding of the college. His subject was “Allergy: 1956 Inven- 
tory.”"——Dr. Albert Dorfman, associate professor of pediatrics, 
University of Chicago School of Medicine, recently lectured at 
the first International Symposium on Rheumatic Fever, presented 
by the National Institute of Cardiology, the Mexican Society of 
Cardiology, and the Sociedad de Internos y Becarios del Instituto 
Nacional de Cardiologia, in Mexico City. His topics were “Ideas 
on the Etiology of Rheumatic Fever” and “The Metabolism of 
Mucopolysaccharides.”"——At the invitation of the Ministry of 
Education of Czechoslovakia, Dr. John F. Pick presented the 
guest paper, “The Meaning of the Human Face,” at the first 
International Congress of Plastic Surgeons in Prague, Czechoslo- 
vakia, Sept. 27-29.——Dr. Frederick Plotke, chief, Public Health 
Service, Illinois Department of Public Welfare, has been ap- 
pointed assistant professor of preventive medicine and public 
health at the Stritch School of Medicine of Loyola University. 
——At the 10th annual conference in Augusta, Ga., the Associa- 
tion for Physical and Mental Rehabilitation bestowed the John 
E. Davis award on Dr. Louis B. Newman, chief, physical medi- 
cine and rehabilitation service, Veterans Administration Research 
Hospital, for “distinguished leadership and outstanding service 
in the field of physical medicine and rehabilitation.” 


LOUISIANA 


Society News.—Recently elected officers of the Louisiana Pathol- 
ogy Society include Dr. Rudolph J. Muelling Jr., New Orleans, 
president; Dr. Ulysses H. Stoer, Shreveport, La., vice-president; 
and Dr. Ralph M. Hartwell, New Orleans, secretary-treasurer. 


Listeriosis in An Infant.—According to the U, S. Public Health 
Service, Dr. Joseph D. Martin, Louisiana Department of Health, 
has reported a case of listeriosis in a 2-week-old infant, who be- 
came ill with a temperature of 103 F (39.4 C), Examination 
revealed a slight infection of the eyes, conjunctivitis, and inflam- 


J.A.M.A., October 27, 1956 


mation of the posterior pharynx; later the infant began to have 
tonic contractions. There was mild rhinorrhea and reddening and 
mild bulging of the tympanic membrane of the right ear with 
some exudate. The white blood cell count was 13,900 per cubic 
millimeter; the spinal fluid was cloudy, containing 3,280 cells. 
Listeria monocytogenes was cultured from spinal fluid obtained 
three days after the onset of illness. Gram-positive diplococci 
were cultured from the ear exudate, but L. monocytogenes was 
not found. Cultures of cervical exudate from the mother were 
negative. The sources of the infection had not yet been identified. 


MASSACHUSETTS 


Visiting Lecturer in Dental Medicine.—Dr. Bengt Olof Engfeldt, 
professor of pathology at Uppsala University, Sweden, has been 
named a visiting lecturer in the Harvard School of Dental Medi- 
cine in Boston. Dr. Engfeldt, who studies the life cycles of bone 
tissue and the diseases and injuries affecting its normal construc- 
tion and reconstruction, is particularly concerned with the way in 
which bone tissue retains radioactivity and the effect this radia- 
tion may have on surrounding tissue, including the bone marrow. 
Dr. Engfeldt has served as visiting research worker at the School 
of Anatomy, Cambridge University, and the Biophysical Unit of 
King’s College, London, and as associate professor of pathology 
at his alma mater, the Karolinska Institute at Stockholm Uni- 
versity. 


MINNESOTA 

Personal.—Dr. William L. Benedict of Rochester, executive secre- 
tary-treasurer of the American Academy of Ophthalmology and 
Otolaryngology, has been appointed to the National Advisory 
Neurological Diseases and Blindness Council for a term of four 
years. He thus becomes one of 12 members of the council who 
advise the surgeon general on the research program of the Na- 
tional Institute of Neurological Diseases and Blindness. 


McGraw Lecture.—The recent annual McGraw Lecture was 
delivered by Dr. James T. Priestley, professor of surgery, Uni- 
versity of Minnesota Graduate School, Minneapolis—Rochester, 
whose topic was “Hyperfunctioning Lesions of the Adrenal 
Gland.” The McGraw Lectureship was established in 1948 by 
the Detroit Surgical Association in honor of Dr. Theodore A. 
McGraw, a founder and first professor of surgery at the Detroit 
College of Medicine, now Wayne University College of Medi- 
cine, Detroit. The McGraw medal was awarded to Dr. Priestley 
and to Dr. Charles G. Johnston, Detroit, at the meeting. 


Fifty-Year Club.—At the annual banquet of the Minnesota State 
Medical Association in Rochester, the following physicians were 
made members of the “50 Club”: John F. Hendrickson, Gilbert 
L. Doxey, Ette L. Meyer, and Frederick C. Rodda, all of 
Minneapolis; Robert M. Burns, Harold J. Rothschild, O. William 
Holcomb, Andrew W. Hilger, and Ernest T. F. Richards, all 
of St. Paul; Samuel J. Hillis, Bradenton, Fla., and Henry G. 
Collie, St. Petersburg, Fla., both formerly of St. Paul; Edward 
L. Tuohy, Santa Barbara, Calif., formerly of Duluth; Winslow 
C. Chambers, Blue Earth; Arthur W. Ide, White Bear Lake; 
Archibald W. Graham, Chisholm; John W. Helland, Spring 
Grove: Johannes C. Jacobs, Willman; Herman Linde, Cyrus; 
Henry E. Nelson, Crookston; Oliver M. Porter, Atwater; Ludwig 
L. Sogge, Windom; Joseph D. Waller, Pine City; and Alex- 
ander M. Watson, Royalton. 


MISSOURI 

Hospital News.—In connection with their centennial festivities, 
the Sisters of Mercy of St. Louis have established a historical 
museum in a room attached to their convent at St. John’s Hos- 
pital, 307 S. Euclid Ave., St. Louis. Dr. Alphonse McMahon is 
the hospital’s chief of staff. 


NEW YORK 

Society News.—At the first meeting of the newly organized 
Westchester chapter of the American Federation for Clinical 
Research, Sept. 24 at White Plains Hospital, Dr. Dennison Young 
was elected president; Dr. Charles A. Bertrand, vice-president; 
and Dr. Alfred S. Dooneief, secretary-treasurer. 
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New Position at Albany College.—Dr. William P. Nelson III, 
chief of medical service, Veterans Administration Hospital, 
Albany, and assistant professor of medicine, Albany Medical 
College, has been named to the new administrative position of 
assistant dean and assistant director of postgraduate medical 
education at the medical college. He will collaborate with the 
director of postgraduate medical education, Dr. Frank M. 
Woolsey Jr., and be concerned with such undergraduate prob- 
lems as admissions, health, curriculum, counseling, and intern- 
ships and will also work in teaching and research and in the 
development of close rapport between Albany Hospital and the 
Veterans Administration Hospital. 


Promoted to Professorships.—The State University of New York 
College of Medicine at Syracuse has announced the promotion to 
full professorship of Dr. Harry A. Feldman, chief, section of 
preventive medicine, and Drs. Paul A. Bunn and Eugene L. 
Lozner, department of medicine. Dr. Bunn, who came to the 
college of medicine as associate professor of medicine in 1947, 
has been consultant to the tuberculosis division of the U. S. 
Public Health Service and a member of the committee on re- 
search and education of the American Trudeau Society. He was 
president of the New York State Trudeau Society, 1953-1954. 
He has been affiliated with University Hospitals in Cleveland, 
the University of Michigan hospital in Ann Arbor, Cornell Uni- 
versity hospital in New York, and the Veterans Administration. 
Dr. Feldman, who became associate professor of medicine at the 
college of medicine in January, 1949, was appointed chief of the 
section of preventive medicine when it was established in No- 
vember, 1955. He had served as a research fellow at George 
Washington University School of Medicine, Washington, D. C., 
and at Harvard Medical School, Boston. He entered the Medical 
Corps of the Army in 1942 and, after separation from the service, 
was appointed a Senior Fellow in Virus Diseases of the National 
Research Council, conducting research in viral diseases of child- 
hood at the Children’s Hospital Research Foundation, Cincinnati. 
Dr. Lozner, who came to the college of medicine as associate 
professor in October, 1947, served as director of clinical labora- 
tories at Syracuse Memorial Hospital from 1948 to 1952 and 
since 1948 has held the same position at University Hospital. 
For three years he has been chairman of the blood bank com- 
mittee of the Onondaga County Medical Society. From 1941 to 
1946 Dr. Lozner was on active duty in the U. S. Navy, and 
from 1946 to 1947 he was instructor in medicine at Harvard 
Medical School, Boston. 


New York City 


Study of Pancreatitis.—The University Hospital of the New York 
University—Bellevue Medical Center has received a John A. 
Hartford Foundation grant of $159,000 for a comprehensive 
study of pancreatitis in all its stages. Dr. J. William Hinton, 
director of the University Hospital department of surgery, will 
direct the project and will be assisted by Dr. L. Corsan Reid, 
professor of research surgery, New York University Post-Gradu- 
ate Medical School, and Drs. George Mixter and Robert B. 
Pfeffer, who hold the rank of assistant attendingmen at Uni- 
versity Hospital. 


Course on Office Proctology.—Dr. Robert Turell and staff will 
give a course on office proctology Nov. 12-13 at the Mount Sinai 
Hospital in affiliation with Columbia University. The course, 
designed to acquaint the clinician with the important proctologic 
conditions that lend themselves to office diagnosis and treatment, 
will include demonstration of all diagnostic and various thera- 
peutic procedures. The course (fee $50) will be repeated Feb. 
18-19, 1957. For information address the Registrar for Post- 
graduate Medical Instruction, Mount Sinai Hospital, Fifth 
Avenue and 100th Street, New York 29. 


Medical Art Exhibit.—A collection entitled “Ars Medica,” includ- 
ing 85 rare pieces bearing on the teaching and practice of medi- 
cine, is on exhibit during October at the New York Academy of 
Medicine, 2 E. 103rd St. The exhibit is open to the public from 
9:30 a. m. to 5 p. m. daily except Sundays (admission free ). 
Among the prints are the Vesalius “Ninth Plate of Muscles”; 
Rembrandt’s “Portrait of Dr. Ephraim Bonus”; Bellini’s “Visit to 
the Plague Patient”; Eakins’ original engraving of “The Gross 
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Clinic”; Bosse’s engraving of “The Confinement”; Winslow 
Homer's Civil War portrayal of the “Surgeon at Work During an 
Engagement”; Hogarth’s “The Company of Undertakers”; and 
Toulouse-Lautrec’s lithograph of the sick French premier Carnot. 


Meeting of General Practice Group.—The seventh annual scien- 

tific assembly of the Nassau County chapter of the American 

Academy of General Practice will be held at the Garden City 

Hotel, Garden City, Nov. 7. The program, beginning at 10 a. m., 

will include the following presentations: 

Hazards in Treatment of Acute Myocardial Infarction, Henry I. Russek, 
Staten Island. 

Infectious Diseases: Basic Considerations with Respect to Their Patho- 
genesis, Diagnosis, and Management, Theodore E. Woodward, Baltimore. 

Use of Antibiotics in Treatment of Infections, Ivan L. Bennett }r., Baltimore. 

Advances in Cardiac Surgery, Charles P. Bailey, Philadelphia. 

Purpura, William Dameshek, Boston. 

Roles of General Practitioner and Ophthalmologist, Adolph W. Vogel, 
Philadelphia. 


Psychosomatic Forum.—The Psychosomatic Forum of New York 
City (American Psychosomatic Society) will meet in the 
Blumenthal Auditorium of Mount Sinai Hospital ( Atran Labora- 
tory Building entrance, Fifth Ave.), Oct. 30, 8:30 p. m, Dr. 
Robert Dickes, associate professor of psychiatry, State University 
of New York College of Medicine at New York City, Brooklyn, 
will serve as chairman for the following panel on “The Tran- 
quilizers”’: 

a Implications of Tranquilizing Drugs, Paul H. Hoch, New York 

ity. 
Senn Pibateedinanes Aspects of the Newer Psychiatric Agents, Murray E. 
Jarvik, New York City. 


Psychodynamic Action of Chlorpromazine and Reserpine, Mortimer Ostow 
and Nathan S. Kline, New York City. 


A collation will follow the program, which is open to all inter- 
ested persons. 


Dedicate Chair of Dermatology.—In ceremonies in the Bellevue 
Psychiatric Hospital Amphitheatre, the George Miller MacKee 
Chair of Dermatology and Syphilology was formally dedicated. 
Named as first incumbent was Dr. Marion B. Sulzberger, director 
of dermatology, New York Skin and Cancer Unit, a division of 
the Bellevue Medical Center’s University Hospital, and chairman, 
department of dermatology and syphilology of New York Uni- 
versity Post-Graduate Medical School and the College of Medi- 
cine. The chair was made possible through the will of the late 
Dr. MacKee, who founded “the most complete, self-contained 
department of dermatology in the United States, encompassing 
in its own premises separate divisions of histopathology, my- 
cology, surgery, allergy and immunology, pharmacy, physical 
therapy, hematology, photography, etc. This department, at the 
Skin and Cancer Unit of New York University—Bellevue Medical 
Center, has now trained well over a thousand postgraduate 
students coming from all over the world.” Dr. MacKee, author 
of the textbook “X-Rays and Radium in the Treatment of Dis- 
eases of the Skin,” was editor from 1909 to 1918, with the 
assistance of his wife Katherine, of the Journal of Cutaneous and 
Venereal Diseases, the predecessor of the present A. M. A. 
Archives of Dermatology. 


NORTH CAROLINA 


Personal.—Dr. Charles Capers Smith, who for two years has been 
studying neurology as a teaching fellow at the University of 


North Carolina School of Medicine, Chapel Hill, left recently for. 


London, England, to spend a year in neurology at the National 
Hospital, Queens Square.——Dr. George D. Penick, assistant pro- 
fessor, department of pathology, University of North Carolina 
School of Medicine, Chapel Hill, received a travel award of $500 
to attend the 20th International Physiological Congress in 
Brussels, Belgium, from the Federation of American Societies for 
Experimental Biology. The award was made on the basis of his 
paper, “Studies on Inactivation of Antihemophilic Factor in 
Clotting Plasma Systems,” which he was to present at the 
congress. 


OHIO 

Society News.—New officers of the Academy of Medicine of 
Cleveland include Dr. A. Macon Leigh, president; Dr. Thomas 
D. Kinney, president-elect; and Dr. Chester R. Jablonoski, vice- 
president. 
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University News.—Dr. Azad A. Katchian, a graduate of the 
American University of Beirut, Lebanon, has been appointed 
personnel health physician at the Ohio State University Health 
Center, Columbus, to replace Dr. William W. Davis, who has 
accepted the position of medical director at North American 
Aviation. Dr. Davis will remain as assistant professor of preven- 
tive medicine and will help develop the graduate programs in 
aviation medicine and occupational medicine. Dr. Katchian has 
been affiliated with Edward Sanatorium in Naperville, Ill., and 
West Suburban Hospital, Oak Park, TIL. 


Survey to Evaluate Hospital Care.—Under a grant from the U. S. 
Public Health Service, a three-year survey to develop a method 
for evaluating a hospital in terms of good patient care is being 
undertaken at Ohio State University Hospital, Columbus, under 
the direction of Daniel Howland, assistant professor of industrial 
engineering. The $180,000 project will measure the quality of 
patient care in every aspect of hospital operation. It is anticipated 
that, through evaluation of the effects of proposed changes in 
personnel and facilities on patient care, a significant reduction in 
the cost of hospital operations, in both dollars and manpower, 
may result. 


OKLAHOMA 


Ball Park Telephone.—The Tulsa Oilers have installed a telephone 
in the grandstand at the ball park for the exclusive use of physi- 
cians during the baseball season, A desk, pads, and pencils have 
also been provided, 


Society News.—The Oklahoma State Radiological Association 
recently elected Dr. Lucien M. Pascucci, Tulsa, president; Dr. 
Simon Pollack, Tulsa, vice-president; and Dr. Sol Wilner, Tulsa, 
secretary-treasurer. 


Founders Day Clinic at Tulsa.—The Tulsa County Medical So- 
ciety will present its fourth annual Founders Day Clinic, Oct, 31- 
Nov. 1 at Tulsa. The clinic will open with a dinner meeting at 
the Mayo at 6:30 p. m. Wednesday. Dr. S. Buford Word, pro- 
fessor of obstetrics and gynecology, Medical College of Alabama, 
Birmingham, guest speaker of the evening, will discuss “Recon- 
struction of the Vagina.” On Thursday at the Blue Cross—Blue 
Shield Building, 1215 S. Boulder St., a clinical pathological con- 
ference will be conducted by Dr. Otto Saphir, professor of 
pathology, University of Illinois College of Medicine, Chicago. 
Other speakers will be Dr. Walton R. Akenhead, associate pro- 
fessor of medicine, and Dr. Laurence H. Strug, clinical professor 
of surgery, both of Louisiana State University School of Medi- 
cme, New Orleans. There will be no charge except for meals. 
The clinic is jointly sponsored by the Tulsa County Medical 
Society, the Oklahoma division of the American Cancer Society, 
the Tulsa Academy of General Practice, the Tulsa County Heart 
Association, and the Arthritis and Rheumatism Foundation of 
Eastern Oklahoma. 


OREGON 


Personal.—Life memberships in the Oregon State Medical So- 
ciety have been awarded to Drs. Augustus B, Dykman and 
Eugene P. Steinmetz, both of Portland. Dr. Dykman has been a 
member of the state society since 1922 and Dr. Steinmetz since 
1920. 


PENNSYLVANIA 


Surgical Meeting in San Francisco.—The Hawthorne Surgical 
Society of the Graduate School of Medicine, University of 
Pennsylvania, Philadelphia, held its annual meeting on Wednes- 
day evening, Oct. 10 in San Francisco during the convention of 
the American College of Surgeons. 


Dr. Chapman Honored.—Dr. Ceroy E. Chapman, Warren, was 
recently honored at Warren General Hospital when the Warren 
County Medical Society presented him with a plaque for 50 years 
of service as a doctor. Dr. Chapman who has served in the senate 
of the Pennsylvania General Assembly since 1930, was reelected 
last year for his eighth term. He is author of a study of problems 
of the aging in Pennsylvania and is a member of the Pennsyl- 
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vania Cancer Commission, the Joint State Government Commis- 
sion, and the Pennsylvania Historical and Museum Commission. 
He holds a plaque awarded by the Pennsylvania medical society 
for distinguished medical legislation. 


Personal.—At the 109th annual commencement exercises of the 
Hahnemann Medical College and Hospital of Philadelphia, 
June 14, Dr. Donald Guthrie, surgeon-in-chief of the Guthrie 
Clinic of the Robert Packer Hospital in Sayre, was awarded the 
honorary degree of doctor of humane letters, and Mr. Francis 
Boyer, president of Smith, Kline & French Laboratories, Phila- 
delphia, received an honorary doctorate of laws. 


Philadelphia 

Phi Delta Epsilon Lecture.—The Sigma chapter of the Phi Delta 
Epsilon Fraternity at Temple University School of Medicine 
will hold its ninth annual lectureship at 4 p. m., Oct. 31, in the 
auditorium of the medical school. The guest speaker, Dr. Charles 
R. Rein, associate professor of clinical dermatology and syphil- 
ology, New York University Post-Graduate Medical School, New 
York, will discuss “The Detection and Clinical Importance of 
Biologic False Positivity in Serologic Tests for Syphilis.” 


Dr. Kern Honored.—A testimonial dinner was recently given for 
Dr. Richard A. Kern, head, department of medicine, Temple 
University Medical Center, by the heads of departments and 
the medical staff. He was honored also at a testimonial dinner at 
the Philadelphia Cricket Club. It was given by former residents 
who were on his service at the Temple University Hospital, who 
presented him with a silver tray. Dr. Kern, who was recently 
named president-elect of the American College of Physicians, is 
a retired rear admiral in the Medical Corps, U. S. Navy, and has 
served as chief of medicine at Temple since 1946. 


University News.—A grant of $166,466.39 from the Samuel S. 
Fels Fund has been awarded to the Fels Research Institute at the 
Temple University School of Medicine for the 1956-1957 fiscal 
year. The money will support studies in cancer research and 
gastroenterology under the direction of Dr. Harry Shay.——At 
their annual donor dinner, May 3, the Brith Sholom Women 
presented a check for $20,000 to Dr. Madison B. Brown, execu- 
tive vice-president of the Hahnemann Medical College and 
Hospital of Philadelphia, representing the group’s continued 
support of the Brith Sholom Laboratory for Cardiovascular and 
Pulmonary Research. The year’s donation brings to $110,000 the 
total given to the facility since its dedication five years ago.—— 
Dr. John H. Gibbon Jr., director-of surgical research at Jefferson 
Medical College since 1946, has been advanced to head of the 
department of surgery and to the Samuel D. Gross Chair of 
Surgery. Dr. Gibbon, a former president of the American Surgical 
Association and consulting surgeon to Pennsylvania Hospital and 
Philadelphia Veteran’s Administration Hospital, pioneered the 
development of the heart-lung machine used to take over func- 
tions of these organs during heart operations. He will occupy the 
positions held since 1950 by the late Dr. Thomas A. Shallow, 
who died last December.-—At the graduation exercises of the 
Temple University School of Medicine June 14, the invocation 
was read by the Rev. Jan Frederick Mittemeyer, who came from 
Dutch Guiana to see his son, Bernhard, graduate in the class of 
125 members. Drs. Thomas M. Durant and Bernard J. Ronis, both 
faculty and hospital staff members, presented their sons, John R. 
Durant and Max L. Ronis, with their diplomas. The elder Ronis 
is also a graduate of the school (class of 1934). Three other 
fathers, all graduates of the school—Drs. Alphonse V. Clement 
Sr., Brooklyn, N. Y. (class of 1935), Charles W. Delp Sr., St. 
Clair, Pa. (class of 1924), and Joseph C. Donnelly Sr., Phila- 
delphia (class of 1924 )—saw their sons graduate together. 


Personal.—Dr. Catherine Macfarlane, professor of gynecology, 
Woman’s Medical College of Pennsylvania, was honored as 
“Woman of the Year” by the Brith Sholom Women at their 
annual donor dinner, where a plaque was presented to her for 
outstanding service in the general field of public welfare and 
human relations.——Dr. Thomas E. McGraw has been appointed 
Philadelphia plant medical director of the Exide Industrial 
Division, the Electric Storage Battery Company, to succeed Dr. 
Gilbert B. Meyers, now with Radio Corporation of America. Dr. 
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\fcGraw is a staff member of Frankford Hospital.——Robert C. 
Baldridge, Ph.D., assistant professor of physiological chemistry, 
Temple University School of Medicine, has been named a con- 
sultant to the medical division of the Oak Ridge (Tenn.) Insti- 
tute for Nuclear Studies. Dr. Baldridge will give counsel in 
studies relating to the effect of hormones on amino acid metabo- 
lism and protein synthesis, currently in progress at the institute. 
——Dr. Carroll R. Mullen, former national president of the 
Alumni Association of Jefferson Medical College of Philadelphia, 
has been appointed professor and head of the department of 
ophthalmology at the college. He succeeds Dr. Arno E. Town, 
who will continue in the private practice of ophthalmology in 
New York. Dr. Mullen is attending surgeon and executive sur- 
geon at the Wills Eye Hospital and serves as a consultant in 
ophthalmology at the Philadelphia General Hospital, Thomas M. 
Fitzgerald Mercy Hospital, Darby, and the J. Lewis Crozer 
Homeopathic Hospital, Chester——On June 13 the city 
council adopted a resolution commending Dr. Isidor S. Ravdin, 
the only civilian surgeon called in as a member of the medical 
team that performed President Eisenhower’s abdominal opera- 
tion. The resolution reads, in part: “. . .. Dr. Ravdin, educated 
in a Philadelphia medical school and a surgeon in Philadelphia 
hospitals, has had an illustrious career spanning nearly 40 years. 
... Dr. Ravdin’s tireless activity has made him a leader within 
the medical profession, and has contributed greatly towards 
Philadelphia’s reputation as a major medical center. . . ."——Dr. 
Arthur F. Seifer, associate in orthopedics, Temple University 
Medical Center, delivered the presidential address at the May 4 
meeting of the Philadelphia Orthopedic Club.——Dr. Ward D. 
O'Sullivan, formerly associate professor of clinical surgery at 
Cornell University Medical College, New York, and associate 
attending surgeon at New York Hospital, is director of surgery 
at Misericordia Hospital, where he conducts the surgical resi- 
dency program.——Dr. John P. Turner, a former police surgeon 
and member of the board of education, was honored at the 
regular meeting of the Philadelphia County Medical Society, 
May 23, in recognition of the completion of 50 years in the 
practice of medicine. Dr. Turner was 22nd president of the 
National Medical Association in 1921 and its distinguished serv- 
ice medalist in 1946.——Dr. Thomas M. Durant of the Temple 
University Medical Center recently participated in the Ventnor 
Foundation meeting in Wiesbaden, Germany, in behalf of the 
German Intern-Exchange Programs, an arrangement by which 
exchangees spend 13 months in Germany and America as rotat- 
ing interns. Dr. Durant spoke on “Management of Congestive 
Heart Failure.” Those attending the conference were alumni of 
the program and medical educators who have been active in its 
operation. The effort is independent of any government agency 
but is conducted with the cooperation of the U.S. State Depart- 
ment. 


TENNESSEE 

Society News.—Officers of the Tennessee Society of Pathologists 
include Dr. Frank C. Womack Jr., Nashville, president and 
councilor to the American Society of Clinical Pathologists; Dr. 
Chester K. Jones, Jackson, vice-president and president-elect; 
and Dr. George F. Bale, Memphis, reelected secretary-treasurer. 


University News.—The University of Tennessee College of 
Medicine, Memphis, announces the following promotions: Drs. 
Garabed H. Aivazian, William J. Von Lackum, and Phineas J. 
Sparer, from assistant professor to associate professor in the 
department of psychiatry; Drs. William F. Murrah, department 
of ophthalmology, and Don L. Winfield, department of psy- 
chiatry, from instructor to assistant professor; Dr. Alvin J. In- 
gram, from assistant to assistant professor in the department 
of orthopedic surgery; and Drs. R. Beverly Ray and Moore 
Moore Jr., department of orthopedic surgery, and Drs. Henry 
J. Roberts and Margaret J. Haile, department of ophthalmology, 
from assistant to instructor. 


Grants for Poliomyelitis Research.—The work of the Poliomyelitis 
Respratory Center at Vanderbilt University Hospital, Nashville, 
will be supported during the coming year by a grant from the 
National Foundation for Infantile Paralysis of $54,724.74 that 
will be administered under the direction of Dr. O. Randolph 
Batson, associate professor of pediatrics. Research being con- 
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ducted at the center includes studies of various breathing diffi- 
culties, the effects of prolonged bedrest, and complications asso- 
ciated with severe paralysis. An additional grant of $8,617 was 
made by the foundation for development of an iron lung that 
will adjust automatically to the patient's needs so that, through 
the muscle impulses he would normally use for breathing, he can 
control both the rate and depth of breathing with which the 
machine operates. 


Baptist Memorial Addition.—The new Madison-East Building 
of Baptist Memorial Hospital, Memphis, erected and equipped 
at a cost of $8,250,000, adds nine patient floors and increases the 
capacity of the hospital to 800. The new building is so planned 
that it can be enlarged when necessary. According to Frank S. 
Groner, LL.D., administrator, a 25-year plan calls for 1,400 
beds. The entire building is air-conditioned. Nine of the 13 
floors are for hospital rooms, with a special penthouse for the 
radioisotope laboratory. The third floor has 19 operating rooms 
in which outlets for oxygen and anesthetics on two walls per- 
mit the surgeon to operate from either side of the room. Baptist 


Madison-East Building, forefront, flanked at right by original Baptist 


Memorial Hospital, in rear of which is nurses’ dormitory. 


Hospital has 1,500 employes, including 265 student nurses, 20 
interns, and 21 residents. Its 400 doctors contributed more than 
$200,000 for the Madison-East Building. 


Research Grants.—The University of Tennessee College of 
Medicine, Memphis, has been awarded a grant of $9,720 by the 
Institute of Arthritis and Metabolic Diseases of the U. S. Public 
Health Service to establish a special training program in the 
field of rheumatology. The program director for the project, 
which will be in the department of medicine of the City of 
Memphis Hospitals, is Dr. I. Frank Tullis, chief, division of 
medicine.——The National Heart Institute of the U. S. Public 
Health Service, the Atomic Energy Commission, and the Mem- 
phis Heart Association have awarded Nicholas R. DiLuzio, 
Ph.D., instructor in physiology, research grants totaling $28,712 
for support of his studies on the harmful effects of exposure to 
radiation and his investigation of fat metabolism.——Dr,. Edward 
H. Storer, assistant professor of surgery, has been given a 
$10,350 research grant by the National Cancer Institute of the 
U. S. Public Health Service for a project to produce stomach 
cancer in experimental animals and study the disease process. 
——Dr. Robert C. Rendtorff, assistant professor of preventive 
medicine, has been awarded a $33,623 three-year research 
grant for the study of virus and parasite relationships by the 
National Institute of Allergy and Infectious Diseases of the 
U. S. Public Health Service. 
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TEXAS 


Symposium on Carcinoma of the Breast.—The University of 
Texas M. D. Anderson Hospital and Tumor Institute, in con- 
junction with the University of Texas Postgraduate School of 
Medicine and the Texas division, American Cancer Society, will 
present a symposium on management of carcinoma of the breast 
in the Main Auditorium of the hospital, Houston, Nov. 9-10. 
The symposium will constitute a 10-hour course of formal teach- 
ing for American Academy of General Practice credit. The Fri- 
day morning program, 9 a. m., will consist of a review of “The 
Present Knowledge of the Spread of Cancer” by Dr. R. {ce 
Clark Jr., Houston; “Treatment Policies Based on Present Con- 
cepts” by Dr. Edgar C. White, Houston; and “Presentation of 
Cases Covering the Spectrum of Problems of Primary Treat- 
ment,” with Drs. Clark, White, Gilbert H. Fletcher, Everett 
Lewis, and William O. Russell, Houston, serving on the panel. 
The afternoon meeting will be opened by Dr. Melvin A. Casberg, 
vice-president in charge of medical affairs, University of Texas, 
Austin, who will discuss “Surgical Treatment of Cancer of the 
Breast,” which will be followed by presentation of “Present 
Concepts of Radiotherapy in Breast Cancer” by Dr. Fletcher. 
The afternoon program will be concluded by presentation of 
cases to illustrate problems'of management of recurrences in 
local and regional areas. A get-acquainted hour, 5:30 p. m. at 
the Doctors’ Club, will precede dinner at 7, when Dr, Ian G. 
Macdonald, associate clinical professor of surgery, University of 
California at Los Angeles School of Medicine, will speak on 
“Statistics in Breast Cancer.” Dr. Macdonald will open the 
Saturday morning program with “Hormonal Management of 
Late and Disseminated Carcinoma of the Breast,” which will be 
followed by presentation of cases. 


WEST VIRGINIA 


Politics.—The following physicians were eiected at the May 
primary as members of county hoards of education: Dr. E. Burl 
Randolph, Clarksburg, Harrison County (reelected ); Dr. William 
P. Bradford, Moundsville, Marshall County (reelected); Dr. 
James W. Stokes, Hinton, Summers County (reelected); Dr. 
Richard F. Miller, Paden City, Wetzel County; and Dr. Paul L. 
McCuskey, Parkersburg, Wood County. Dr. Ward Wylie of 
Mullens was nominated on the Democratic ticket to succeed 
himself as a member of the West Virginia Senate from the Ninth 
Senatorial District, and Dr. Thomas G. Matney of Peterstown is 
the Democratic nominee to succeed himself as a member of the 
House of Delegates from Monroe County. Dr. James A. Rus- 
misell of Buckhannon was elected delegate from the Third 
District to the Republican National Convention, and Dr. Ward 
Wylie was named alternate delegate to the Democratic National 
Convention. Dr. William E. Neal of Huntington was nominated 
. on the Republican ticket for representative in Congress from the 
Fourth Congressional District. Dr. Clinton W. Stallard of Mont- 
gomery received the nomination on the Democratic ticket for 
county commissioner in Fayette County, and Dr. John M. Cofer 
of Bergoo was nominated on the Democratic ticket for the same 
office in Webster County. 


WISCONSIN 

Society News.—The Wisconsin Society of Internal Medicine 
recently elected Dr. Karl H. Doege, Marshfield, president; Dr. 
Robin N. Allin, Madison, vice-president; and Dr. Paul G. 
LaBissoniere, Milwaukee, secretary-treasurer. 


GENERAL 


Course on Diagnostic Radiology.—The University of Wisconsin 
Medical School, Madison, will offer a postgraduate course (fee 
$20) entitled “Diagnostic Radiology,” Nov. 6-8, under the direc- 
tion of Dr. Lester W. Paul of the department of radiology. The 
course, designed especially for the general practitioner, is not 
confined to registrants in Wisconsin. Those interested may con- 
tact Dr. Robert C. Parkin, Assistant to the Dean, 418 N. Randall 
Ave., Madison, Wis. 


Neurological Surgeons Meet in Chicago.—The sixth annual 
meeting of the Congress of Neurological Surgeons will take place 
at the Palmer House, Chicago, Nov. 1-3, The theme of the pro- 
gram is centered on the pituitary gland, its ophthalmologic, 
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endocrine, and surgical aspects. Dr. Wilder G. Penfield, Mon- 
treal, Canada, the principal guest speaker, will discuss the 
function of the temporo-Sylvian fissure and will present a his- 
torical sketch, “Dawn of Medicine in the Aegean.” Inquiries 
should be directed to the office of the Secretary-Treasurer, Dr. 
Philip D. Gordy, 1007 Delaware Ave., Wilmington, Del. 


Cardiac Conference.—The fifth Western Cardiac Conference wil! 
be held at the Cosmopolitan Hotel, Denver, Nov. 5-10. The first 
three days will be devoted to sessions on clinical electrocardiog- 
raphy at the Veterans Administration Hospital. The last three 
days will be concerned with sessions on recent advances in 
cardiovascular disease, held at the Cosmopolitan Hotel. The 
sponsoring organizations are the Colorado Heart Association, the 
University of Colorado Medical Center, the Veterans Administra- 
tion Hospital, the Fitzsimons Army Hospital, and the Colorado 
State Department of Public Health. 


Tropical Medicine Society.—The American Society of Tropical 
Medicine and Hygiene will hold its fifth annual meeting at the 
Jung Hotel, New Orleans, Oct. 31—Nov. 3, under the presidency 


- of Asa C. Chandler, Ph.D., Houston, Texas. The 21st annual 


Charles Franklin Craig Lecture, “The Role of Pharmacology in 
Determining the Rational Use of Therapeutic Agents,” will be 
presented Wednesday at 2 p. m. by Leon H. Schmidt, Ph.D., 
Cincinnati. Norman R. Stoll, Sc.D., New York, will serve as 
moderator for a symposium on helminthic infections as the cause 
of disability and disease Thursday, 2 p. m. The dinner session 
will be held Friday at 7 p. m., when presentation of the Walter 
Reed medal will precede the presidential address, “The Inter- 
relations of Nutrition and Infectious Diseases in the Tropics” by 
Dr. Chandler. In all, 87 papers are scheduled for presentation. 
Scientific exhibits will be on display. 


Cancer Seminar.—The Southeastern States Cancer Seminar will 

be held at the George Washington Hotel in Jacksonville, Fla., 

Nov. 7-8 under the sponsorship of the Duval County Medical 

Society and the auspices of the Florida division of the American 

Cancer Society, the Florida State Board of Health, and the 

department of medicine of the Graduate School of the University 

of Florida. There will be no registration fee. The following panel 

discussions have been scheduled: 

Management of Carcinoma of the Breast, Everett D. Sugarbaker, Jefferson 
City, Mo., Chairman. 

Female Genital Neoplasm, Other Than Carcinoma of the Cervix, Willard 
M. Allen, St. Louis, Chairman. 

Diagnosis and Treatment of Carcinoma of the Colon and Stomach, Michael 
R. Deddish, New York, Chairman. 

Tumors of the Skin and Subcutaneous Tissue, George C. Andrews, and 
George T. Pack, New York. 

Tumors of the Head and Neck, James E. Scarborough, Emory University, 
Ga., Chairman. 


Society Election.—Newly elected officers of the Biological Photo- 
graphic Association include Mr. H. Lou Gibson, Rochester, N. Y., 
president; Mr. Leo C. Massopust Sr., Milwaukee, vice-president; 
Miss Jane H. Waters, New York, secretary; and Mr. Albert 
Levin, Pittsburgh, treasurer. 


Memorial Fund for Medical Research.—Between Nov. 4, 1955, 
and May 21, 1956, the Jane Coffin Childs Memorial Fund for 
Medical Research, 333 Cedar St., New Haven 11, Conn., appro- 
priated $390,734 for support of cancer research projects and 
fellowships. 


Atomic Scientists Available for Lectures.—The U. S. Atomic 
Energy Commission, the Oak Ridge National Laboratory, and 
the Oak Ridge Institute of Nuclear Studies announce that 102 
scientists from Oak Ridge laboratories will be available to lecture, 
conduct seminars, and participate in colloquiums on request at 
universities throughout the country. A brochure listing the 102 
speakers and the 165 different lecture subjects may be obtained 
by writing the Chairman, University Relations Division, Oak 
Ridge Institute of Nuclear Studies, P. O. Box 117, Oak Ridge, 
Tenn. 


New Scientific Director of Multiple Sclerosis Society.—Dr. 
Thomas L. Willmon, for the past five years executive officer of 
the Navy’s medical research laboratory at Bethesda, Md., has 
been appointed director of the medical and scientific department 
of the National Multiple Sclerosis Society, succeeding Frederick 
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\.. Stone, Ph.D., who has assumed his duties in Washington as 
technical analyst and staff advisor for the U. S. Public Health 
Service extramural research and training programs. Dr. Willmon 
lias conducted research in respiratory and cardiovascular physi- 
ology and has supervised basic medical research while serving 
in administrative posts in the Naval Medical Corps. In accept- 
ing the directorship, Dr. Willmon is leaving the naval service 
after 25 years, holding the rank of captain. 


Kenny Foundation Scholarships.—The Sister Elizabeth Kenny 
foundation announces a program of postdoctoral scholarships 
to promote work tn the field of neuromuscular diseases, designed 
for scientists at or near the end of their fellowship training in 
either basic or clinical fields concerned with the problem of 
neuromuscular diseases. Kenny foundation scholars will be ap- 
pointed annually. Each grant will provide a stipend for a five-year 
period at the rate of $5,000 to $7,000 a year depending upon 
the scholar’s qualifications. Candidates from medical schools in 
the United States and Canada will be eligible. Information may 
be obtained from Dr. Edgar J. Huenekens, Medical Director, 
Sister Elizabeth Kenny Foundation, 2400 Foshay Tower, Min- 
neapolis 2. 


Educational Foundation.—The University Club (1 W. 54 St., 
New York 19) recently announced the formation of the Educa- 
tional Foundation of the University Club, Inc. The purposes of 
the foundation include the receipt and administration of funds 
exclusively for scientific, literary, educational, and charitable 
purposes; the granting of scholarships, fellowships, or other 
forms of voluntary financial assistance to worthy students, 
teachers, and organizations duly established to carry on educa- 
tional functions; the fostering, encouragement, and conduct of 
scientific, literary, or educational research; and the granting of 
funds for such research and study. The foundation will be 
operated on a nonprofit basis. Contributions (tax deductible ) 
should be sent in care of Mr. Duncan R. Linsley, Educational 
Foundation of the University Club, Inc. 


Grants to Medical Schools.—The Commonwealth Fund (1 E. 
75th St., New York 21) announces unrestricted grants of 
$4,850,000 to seven university medical schools, bringing to a 
total of $12,600,000 the amount of such gifts to medical schools 
made by the fund since November, 1955. This is in addition to 
the sums expended for specific medical education projects during 
the fiscal year 1955-1956. Grants of one million dollars each were 
made to the Johns Hopkins University School of Medicine, 
Baltimore, and Stanford University School of Medicine, Stanford 
University—San Francisco; $750,000 to the University of Roches- 
ter (N. Y.) School of Medicine & Dentistry; $600,000 to Boston 
University School of Medicine; and $500,000 to each of the 
following: Albany (N. Y.) Medical College of Union University, 
George Washington University School of Medicine, Washington, 
D. C., and the University of Pennsylvania School of Medicine, 
Philadelphia. 


Ford Foundation Grants to Medical Schools.—The Ford Founda- 
tion, New York, has announced grants totaling $21,750,000 to 
strengthen instruction in the 44 privately supported medical 
schools in the United States. The grants are in the amount of 
$500,000 to each of 43 four-year institutions and $250,000 to 
the two-year medical school at Dartmouth College, Hanover, 
N. H. They were authorized on the recommendations of a special 
advisory committee headed by Lee A. DuBridge, Ph.D., presi- 
dent of the California Institute of Technology, Pasadena. The 
foundation set up the advisory committee to develop plans for 
distributing 90 million dollars that the foundation appropriated 
last December to aid the instructional programs of the private 
iedical schools. The grants are to be held by the recipient insti- 
tutions as invested endowment for at least 10 years. During this 
time the income from the endowment may be expended for 
instructional purposes. Excluded from purposes of the grants are 
construction and research needs. After a 10-year period the 
inedical schools will be free to use the principal sum as well as 
the endowment income. 
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CANADA 

Gross Memorial Lecture.—The 19th annual Louis Gross Memorial 
Lecture, under the auspices of the Montreal Clinical Society, 
will be held in the Main Auditorium, Nurses’ Residence, Jewish 
General Hospital, Montreal, Nov. 1, 8:30 p. m. Dr. Henry Kk. 
Beecher, Dorr Professor of Research Anaesthesia, Harvard Medi- 
cal School, Boston, will discuss “New Work on Pain and Pain- 
Relieving Agents.” 


LATIN AMERICA 


Seminar on Diarrheal Diseases.—The government of Chile will 
sponsor the first of a proposed series of intercountry seminars on 
prevention, diagnosis, and treatment of diarrheal diseases in 
childhood to be organized by the Pan-American Sanitary Bureau, 
Regional Office of the World Health Organization. The seminar, 
to be held in Santiago, Nov. 5-10, will bring together public 
health administrators, specialists in the field of maternal and 
child health, pediatricians, sanitary engineers, public health 
nurses, epidemiologists, bacteriologists, and others. It is sched- 
uled to develop concrete proposals for program planning and 
specific techniques for diarrheal disease control. 


CORRECTION 

Aryl Sulfonylureas.—In the article by Drs. R. H. Unger and 
J. W. Davidson Jr. in THe Journnat Sept. 29, 1956, page 449, 
left-hand column, line 14, the word “tolbutamide” is in error. 
It should have been “carbutamide.” 


EXAMINATIONS 
AND LICENSURE 


AMERICAN BoarD OF ANESTHESIOLOGY: Part I. Various locations, July 19. 
Final date for filing application is Jan. 19. Sec., Dr. Curtiss B. Hickcox, 
80 Seymour St., Hartford 15, Conn. 

AMERICAN Boarp OF INTERNAL MEDICINE: Subspecialties. Cardiovascular 
Disease. Chicago, Nov. 30. Final date for filing application was June 1. 
Gastroenterology. Philadelphia, April 5-6. Final date for filing application 
is March 1. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Examination given twice 
annually, in the spring and fall. In order to be eligible a candidate must 
have his application filed at least six months before the examination time. 
Sec., Dr. Leonard T. Furlow, Washington University School of Medicine, 
St. Louis 10. 

AMERICAN Boarp OF OBSTETRICS AND GYNECOLOGY: Part I. Various cities 
of the United States, Canada, and military centers outside the Continental 
United States, Feb. 1. Candidates must submit case reports to the office of 
the Secretary within thirty days of being notified of thei religibility to 
Part I. Part II. Chicago, May 16-25. Request for reexamination in Part II 
must be received prior to Feb. 1. Sec., Dr. Robert L. Faulkner, 2105 
Adelbert Road, Cleveland 6, Ohio. 

AMERICAN Boarp oF OPHTHALMOLOGY: Written. Jan. 21. Final date for fil- 
ing application was July 1. Oral. New York, May 23-27; Chicago, Oct. 7- 
11. Sec., Dr. Merrill J. King, Box 236, Cape Cottage Branch, Portland 9, 
Maine. 

AMERICAN BoarD OF ORTHOPAEDIC SuRGERY: Oral. Part II. Chicago, Jan- 
uary 1957. Final date for filing application was Aug. 15. Sec., Dr. Sam 
W. Banks, 116 South Michigan Ave., Chicago 3. 

AMERICAN Boarp or Pepratrics: Oral. Part II. San Francisco, Dec. 7-9. 
Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

AMERICAN Boarp OF PuysiICAL MEDICINE AND REHABILITATION: Parts I 
and II, New York City, June 8-9. Final date for filing application is 
March 1. Sec., Dr. Earl C. Elkins, 200 First St., S.W., Rochester, Minn. 

AMERICAN BOARD OF PREVENTIVE MEpicINE: Oral and Written. Public 
Health. Philadelphia, Nov. 8-10. Sec., Dr. Ernest L. Stebbins, 615 N. 
Wolfe St., Baltimore, Md. 

AMERICAN Boarp OF PsycHIATRY AND NEuROLoGy: Oral. New York, Dec. 
10-11 and New Orleans, Mar. 18-19. Final date for filing application is 
Sept. 10. Sec., Dr. David A. Boyd, Jr., 102-110 Second Ave., S.W., 
Rochester, Minn. 

AMERICAN Boarp or Rapro_ocy: Tampa, April 1-6. Final date for filing 
application is Jan. 1. Sec., Dr. B. R. Kirklin, Kahler Hotel Bldg., Roches- 
ter, Minn. 

AMERICAN Boarp oF SurnGERY: Part I. Various centers throughout the 
United States and in certain military centers abroad, Oct. 31. Part II. 
New Haven, Nov. 19-20; Kansas City, Kan., Dec. 10-11; Los Angeles, 
Jan. 14-15; San Francisco, Jan. 17-18; Houston, Feb. 18-19; Nashville, 
Mar. 11-12; Boston, April 8-9, and New York, June 10-11. 

AMERICAN BoarD oF Uro.ocy: February 1957. Sec., Dr. William Niles 
Wishard, 1711 N. Capital Ave., Indianapolis 7. 

Boarp or THoRAcIc SuRGERY: Written. Various centers throughout the 
country, February 1957, and the closing date for registration is Dec. 1, 
1956. Sec., Dr. William M. Tuttle, 1151 Taylor Ave., Detroit 2. 
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GOVERNMENT SERVICES 


ARMY 


Changes in Surgical Departments.—Lieut. Col. Curtis P. Artz, 
commander of the Surgical Research Unit at Brooke Army Medi- 
cal Center, Fort Sam Houston, Texas, has left the military 
service to become professor of surgery at the University of 
Mississippi in Jackson. Colonel Artz entered the Army Medical 
Corps in 1948. He has been associated with the research unit at 
Brooke Army Medical Center for the last six years. 

Col. Warner F. Bowers has arrived at the Tripler Army Hos- 
pital in Honolulu Hawaii, where he will be chief of the depart- 
ment of surgery, succeeding in that position Col. George Beatty, 
who has been assigned as chief of the department of surgery at 
the Valley Forge Army Hospital, Phoenixville, Pa. 


NAVY 


New Hospital at Guantanamo Bay.—At dedication ceremonies 
Sept. 18, 1956, Rear Adm. Bartholomew W. Hogan, surgeon 
general, accepted a new naval hospital for the medical depart- 
ment at Guantanamo Bay, Cuba. Having complete facilities for 
100 bed patients and using the most modern construction mate- 


New naval hospital at Guantanamo Bay, Cuba (official U. S. Navy 
photograph ). 


rials, the new hospital will be air-conditioned throughout, the 
first naval hospital to be so equipped. At a cost of about $2,500,- 
000, the new unit will replace the old wooden building used for 
many years. It will provide the latest medical facilities and care 
for naval personnel and their dependents stationed on the island. 
Capt. Lyle A. Newton, M.C., is the present commanding officer. 

Officials of various bureaus and offices of the Navy and the De- 
partment of Defense and representatives of the Army and Air 
Force participated in the dedication ceremonies. The hospital 
overlooks one of the most beautiful and best harbors in the world. 


Reserve Officers Transfer to Regular Navy.—The following Naval 
Reserve medical officers have recently been commissioned in the 
Medical Corps of the regular Navy: Commander V. E, Seibert 
and lieutenants M. C. Shea Jr., J. F. Wurzel, H. O. Kretzschmar, 
J. A. Coulter, L. H. Seaton, Paul D. Mozley, A. A. MecNitzky, 
H. R. Houston, L. N. Cahill, T. J. Grause, J. S. Garrison, and 
E. L. Bingham. 


VETERANS ADMINISTRATION 


New Advisory Committee Members.—Four new members have 
accepted appointments to the VA Special Medical Advisory 
Group as replacements for former members. The new members 
are Dr. Charles D. Shields, director, department of physical 
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medicine and rehabilitation, Georgetown University, Washing. 
ton, D. C., who replaces Dr. Donald A. Covalt, New York. 
whose membership has expired; Dr. Howard P. Rome, depart- 
ment of psychiatry, Mayo Clinic, Rochester, Minn., who re- 
places Dr. David A. Boyd Jr., department of psychiatry at the 
same clinic, whose five-year tenure has expired; Dr. Shields 
Warren of the Cancer Research Institute, Boston, who replaces 
Dr. Robert A. Moore, University of Pittsburgh, whose term 
has expired; and Mrs. Marion S. Bailey, associate director, 
National League for Nursing, New York City, who replaces Mrs. 
Elmira B. Wickenden, of Bronxville, N. Y., who has resigned. 

This group meets quarterly to advise the administrator of 
veterans affairs and the chief medical director on the VA med- 
ical program. 


PUBLIC HEALTH SERVICE 


Advisory Committee Study to Help Hospitals.—A government 
advisory committee has been appointed to study and develop 
methods of adapting hospital facilities and services more closely 
to the varying needs of patients. Its objective is to help hospitals 
improve care and reduce costs, particularly for patients who 
need only limited services. Appointment of the committee was 
announced by Marion B. Folsom, Secretary of Health, Educa- 
tion, and Welfare. 

The committee will review information on current practices 
and facilities and develop tentative recommendations for the 
design and organization of hospital units more closely related 
to the specific needs of patients, according to the severity of 
their illness or disability. The committee also will study ways 
in which hospital units can help provide effective services to 
some patients in their homes. 

Dr. Russell Nelson, director, Johns Hopkins Hospital, Balti- 
more, will be the chairman. Other members of the advisory 
committee are Ray E. Brown, superintendent, University Clin- 
ics, University of Chicago, retiring president of the American 
Hospital Association; Robert Elman, M.D., department of sur- 
gery, School of Medicine, Washington University, St. Louis; 
Charles G. Roswell, hospital accountant, Montclair, N. J.; Ruth 
Sleeper, R.N., director, School of Nursing and Nursing Service, 
Massachusetts General Hospital, Boston; and Marion J. Wright, 
director, Jennings Memorial Hospital, Detroit. 


Funds to Aid Teachers’ Careers.—The Public Health Service's 
National Institute of Neurological Diseases and Blindness an- 
nounces that funds are being made available to medical schools 
to strengthen existing clinical programs in advanced training in 
ophthalmologic and otologic diseases. The purpose is to stimulate 
the interest of more young physicians and scientists in careers 
as teachers and invéstigators in this field. Training grants also 
are available to basic science departments to expand postdoctoral 
training programs in the neurological sciences. Information may 
be obtained from the Chief, Extramural Programs, National In- 
stitute of Neurological Diseases and Blindness, National In- 
stitutes of Health, Bethesda 14, Md. 


Research on Air Pollution.—Twelve grants for research on air 
pollution were announced Sept. 14 by Dr. Leroy E. Burney, 
surgeon general of the Public Health Service. The grants total 
$318,568. Six of the grants, totaling $177,548, are for new 
projects. The remaining six grants, amounting to $141,020, will 
continue support of projects already under way. These grants 
make a total of 32 that have been awarded since July, 1955, when 
air-pollution research was made a responsibility of the Public 
Health Service. All told, $780,137 has now been allocated to 
agencies, institutions, and individuals outside the federal govern- 
ment for such investigations. 
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DEATHS 


Kimbrough, James Claude ® Colonel, U. S. Army, retired, Silver 
Spring, Md.; born Nov. 5, 1887; Vanderbilt University School of 
Medicine, Nashville, Tenn., 1916; specialist certified by the 
American Board ot Urology; member of the American Urological 
Association; fellow of the American College of Surgeons; entered 
the military service July 20, 1917; retired Aug. 31, 1948; since 
1921 served almost exclusively as chief urologist at various Army 
hospitals; during World War II chief of the professional services 
division in the office of the chief surgeon of the European Theater 
of Operations; in 1945-1946, served as commanding officer of the 
Convalescent Hospital, Percy Jones Hospital Center, at Fort 
Custer, Mich.; awarded the Legion of Merit in 1945; later was 
chief of the urologic section, Walter Reed Army Hospital, Wash- 
ington, D. C., and consultant in urology to the surgeon general, 
for liaison between the Army and the American Board of Urolo- 
gy; died Aug. 19, aged 68, of cancer of lung with metastasis. 


O'Donnell, Alfred © Ellsworth, Kan.; born in 1873; University 
Medical College of Kansas City, Mo., 1900; member of the 
House of Delegates of the American Medical Association in 1925, 
1926, and 1927; member of the founders’ group of the American 
Board of Surgery; past-president of the Kansas Medical Society; 
fellow of the American College of Surgeons; member of the state 
board of health; for many years a member and for a time presi- 
dent of the school board; charter member and past-president of 
the Ellsworth Lions Club; for many years physician for the 
Union Pacific Railroad; served on the staff of the Ellsworth 
County Veterans Memorial Hospital, where he died June 26, 
aged 83, of pulmonary embolus and Parkinson’s disease. 


Rahman, Lincoln ® Beverly Hills, Calif.; born in New York City 
Feb. 12, 1903; Cornell University Medical College, New York 
City, 1932; specialist certified by the American Board of Psychia- 
try and Neurology; member of the American Psychoanalytic As- 
sociation and the American Psychiatric Association; assistant clin- 
ical professor of psychiatry at University of Southern California 
School of Medicine, Los Angeles; formerly associated with the 
U. S. Public Health Service Reserve; secretary of the Southern 
California branch, American Psychiatric Association, and vice- 
president of the Los Angeles Psychoanalytic Society; attending 
psychiatrist, Los Angeles County Hospital, Los Angeles; died 
Aug. 11, aged 52, of injuries received in an automobile accident. 


Newburgh, Louis Harry, Valley Center, Calif.; born in Cincin- 
nati in 1883; Harvard Medical School, Boston, 1908; professor 
emeritus of clinical investigation in internal medicine at the Uni- 
versity of Michigan Medical School, Ann Arbor, where he joined 
the faculty in 1916; on the faculty of his alma mater from 1912 
to 1916; specialist certified by the American Board of Internal 
Medicine; member of the American Society for Clinical Inves- 
tigation; fellow of the American College of Physicians; the recipi- 
ent of a certificate of merit for services in the Office of Strategic 
Research and Development during World War II; secretary of 
the special medical examining board during World War I; died 
July 17, aged 73. 


Riter, Kersey Clyde @ Salt Lake City; born in Logan, Utah, 
Dec. 8, 1906; Northwestern University Medical School, Chi- 
cago, 1937; specialist certified by the American Board of Oto- 
laryngology; member of the American Academy of Ophthalmo- 
logy and Otolaryngology; fellow of the American College of 
Surgeons; interned at the Passavant Memorial Hospital in Chi- 
cago; served a residency at the New York Post-Graduate Medi- 
cal School and Hospital in New York City; veteran of World 
War II; served as a missionary in Switzerland; on the courtesy 
staffs of Dr. W. H. Groves Latter-Day Saints and St. Mark’s 
hospitals; died July 23, aged 49. 


® Indicates Member of the American Medical Association. 


Bardeleben, Walter, New York City; Friedrich-Wilhelms-Uni- 
versitat Medizinische Fakultiat, Berlin, Prussia, Germany, 1919; 
member of the Medical Society of the State of New York; died 
in the Memorial Center for Cancer and Allied Diseases June 27, 
aged 65, of carcinoma of the pancreas with metastases. 


Becker, Charles Nicholas ® Chicago; Chicago College of Medi- 
cine and Surgery, Chicago, 1913; served on the faculty of his 
alma mater; died in the Augustana Hospital Aug. 15, aged 72, 
of carcinoma of the pancreas. 


Cinberg, Morris, New York City; University of the South Medi- 
cal Department, Sewanee, Tenn., 1899; an associate member of 
the American Medical Association; died Aug. 10, aged 81, of 
cerebral vascular accident, arteriosclerosis, and congestive heart 
failure. 


Easly, Philip Howard, Elyria, Ohio; St. Louis University School 
of Medicine, St. Louis, 1954; interned at the U. S. Naval Hos- 
pital in St. Albans, N. Y.; formerly a resident at St. John’s 
Hospital in Cleveland; died July 20, aged 32. 


Gardner, John Gould ® Columbia, Miss.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1912; fellow of 
the American College of Surgeons; died Aug. 13, aged 76. 


Graebner, Herbert ® New York City; Milwaukee Medical Col- 
lege, Milwaukee, 1912; veteran of World War I; specialist certi- 
fied by the American Board of Otolaryngology; member of the 
American Laryngological, Rhinological and Otological Society; 
formerly on the faculty of Cornell University Medical College; 
served on the staffs of the Manhattan Eye, Ear and Throat Hos- 
pital, New York Hospital, and the Willard Parker Hospital; died 
July 17, aged 66, of carcinoma of the stomach. 


Gram, Gunnar, Geneva, Wis.; Chicago Medical School, Chicago, 
1927; veteran of the Spanish-American War; died April 26, aged 
76, of congestive heart disease and arteriosclerosis. 


Hallowell, Albert V., Commander, U. S. Navy, Ocala, Fla.; born 
in Philadelphia Jan. 5, 1901; Hahnemann Medical College and 
Hospital of Philadelphia, 1924; veteran of World War II; active 
duty in the regular U. S. Navy began July 21, 1950; attached to 
the U. S. Navy Bureau of Medicine in Washington, D. C.; served 
as associate professor of otorhinology at his alma mater; formerly 
on the staff of the Hahnemann Hospital in Philadelphia; died in 
the U. S. Naval Hospital, Bethesda, Md., July 27, aged 55, of 
carcinoma of the bladder. 


Hambly, Scott B., Morrice, Mich,; Michigan College of Medicine 
and Surgery, Detroit, 1897; died June 29, aged 84, of carcinoma 
of the bladder and prostate. 


Holyfield, H. N. © Brandon, Miss.; Gate City Medical College, 
Texarkana, Texas, 1906; died July 26, aged 77. 


Jackson, Jeremiah, Evansville, Ind.; Medical College of Indiana, 
Indianapolis, 1897; died in St. Mary’s Hospital April 26, aged 
86, of fractured pelvis as the result of a fall and coronary insuf- 
ficiency. 


Jackson, Norborn Herbert, Dardanelle, Ark.; Arkansas Indus- 
trial University Medical Department, Little Rock, 1901; died 
July 10, aged 80. 


Johnson, Hal Glenn, Dundee, Miss.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1911; past-president of the 
Tunica County Medical Association; died Aug. 17, aged 68. 


Jones, Dudley Watson ® Jackson, Miss.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1900; past presi- 
dent and formerly member of the council of the Mississippi State 
Medical Association; served as a member of the council of the 
Southern Medical Association; died July 27, aged 86. 
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912 DEATHS 


King, Aubin Tilden © Major, U.S. Army, retired, San Jose, Calif.; 
University of Virginia Department of Medicine, Charlottesville, 
1911; member of the American Psychiatric Association; veteran 
of World War I; entered the Medical Corps of the U. S. Army 
in 1920; retired Sept. 30, 1936, for disability in line of duty; died 
in the Letterman Army Hospital, San Francisco, July 11, aged 
80, of thrombosis of the right middle cerebral artery, subdia- 
phragmatic abscess, cholecystitis, and bleeding duodenal ulcers. 


Koerber, Kenneth Armin, Philadelphia; University of Pennsyl- 
vania School of Medicine, Philadelphia, 1930; member of the 
Medical Society of the State of Pennsylvania; certified by the Na- 
tional Board of Medical Examiners; at one time medical director 
of the Cramp Shipbuilding Company; served on the staff of the 
Germantown Dispensary and Hospital; died in the Philadelphia 
General Hospital July 24, aged 50, of agranulocytosis. 


Krieger, George Madison ® Michigan City, Ind.; Miami Medical 
College, Cincinnati, 1906; member of the American Academy of 
Ophthalmology and Otolaryngology; died in St. Anthony Hos- 
pital May 22, aged 74, of coronary sclerosis. 


Langstadt, Arthur @ Flushing, N. Y.; Ludwig-Maximilians-Uni- 
versitat Medizinische Fakultat, Miinchen, Bavaria, Germany, 
1909; died in the New York City Hospital, New York City, July 
20, aged 72, of myocardial infarction. 


McClanahan, Zenas H. ® Colorado Springs, Colo.; Colorado 
School of Medicine, Boulder, 1894; fellow of the American Col- 
lege of Surgeons; past-president of the E] Paso County Medical 
Society; on the staffs of the Memorial Hospital, St. Francis Hos- 
pital, and the Glockner-Penrose Hospital, where he died July 6, 
aged 85, of cerebral thrombosis. 


McGrew, John Merritt ® Wellington, Kan.; University of Kansas 
School of Medicine, Kansas City, 1927; veteran of World War I; 
on the staff of St. Luke’s Hospital; died in St. Francis Hospital, 
Wichita, July 25, aged 56, of chronic nephritis and uremia. 


MacLean, Aubrey Bertram, New York City; McGill University 
Faculty of Medicine, Montreal, Quebec, Canada, 1919; died Aug. 
1, aged 60, of carcinoma of the stomach. 


Magaziner, William Edward, Philadelphia; Medico-Chirurgical 
College of Philadelphia, 1903; an associate member of the Amer- 
ican Medical Association; on the staffs of the St. Luke’s Hospital 
and the Lankenau Hospital, where he died July 13, aged 73, of 
heart disease after an operation. 


Moffatt, Benjamin Harrison ® Shelby, Ohio; Medical College of 
Virginia, Richmond, 1915; for many years city health commis- 
sioner; on the staff of the Shelby Hospital, where he died July 
28, aged 67, of coronary occlusion. 


Mogavero, Francesco ® Philadelphia; born in Philadelphia Sept. 
28, 1902; University of Pennsylvania School of Medicine, Phila- 
delphia, 1925; certified by the National Board of Medical Exam- 
iners; specialist certified by the American Board of Surgery; 
member of the American Trudeau Society; fellow of the Ameri- 
can College of Surgeons and the International College of Sur- 
geons; on the staffs of the Doctors Hospital and the Misericordia 
Hospital, where he died July 22, aged 53, of cerebral hemor 
rhage. 


Mostkowitz, Israel, Jamaica, N. Y.; Long Island College Hospital, 
Brooklyn, 1910; member of the Medical Society of the State of 
New York and the American College of Gastroenterology; on the 
staff of the Queens General Hospital; died July 31, aged 60, of 
subacute myelogenous leukemia. 


Moyer, John Sanford, Metuchen, N. J.; University of Pittsburgh 
School of Medicine, Pittsburgh, 1921; certified by the National 
Board of Medical Examiners; specialist certified by the American 
Board of Otolaryngology; member of the Medical Society of the 
State of New York and the American Broncho-Esophagological 
Association; fellow of the American College of Surgeons; veter- 
an of World War I; served on the staff of the Manhattan Eye, 
Ear and Throat Hospital in New York City; died in the Muhlen- 
berg Hospital, Plainfield, July 10, aged 60. 
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Nagle, William Thomas, Southington, Conn.; Medico-Chirurgical 
College of Philadelphia, 1914; member of the Connecticut State 
Medical Society; veteran of World War I; on the staff of the 
Bradley Memorial Hospital; died July 17, aged 64, of carcinoma 
of the lower jaw. 


Neesen, Victor, Fort Lauderdale, Fla.; Long Island College Hos- 
pital, Brooklyn, N. Y., 1894; died June 10, aged 83, of arterio- 
sclerotic heart disease. 


Nuckols, Ernest Benjamin ® Cumberland, Va.; Medical College 
of Virginia, Richmond, 1908; a member of the staff of the South- 
side Community Hospital in Farmville; died July 11, aged 78, of 
cancer. 


Olivier, Charles Kossuth, Lafayette, La.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1910; an associate 
member of the American Medical Association; served as director 
of the parish board of health; died July 10, aged 75, of coronary 
thrombosis. 


Pacelli, Joseph Francis ® New York City; Hahnemann Medical 
College and Hospital of Philadelphia, 1932; died in the Uni- 
versity Hospital July 7, aged 51, of ulcerative gangrene of the 
leg and mouth. 


Peterson, Frank Joseph, New York City; Fordham University 
School of Medicine, New York City, 1919; member of the 
Medical Society of the State of New York; on the staffs of the 
Bronx Eye and Ear Infirmary and St. Elizabeth’s Hospital; died 
Aug. 3, aged 60, of carcinoma of the right kidney. 


Porter, John Thomas ®@ Baytown, Texas; Chicago Medical School, 
Chicago, 1935; interned at the Illinois Central Hospital in 
Paducah, Ky.; served a residency at St. Louis Southwestern 
Hospital in Texarkana, Ark.; veteran of World War II; died in 
the Hermann Hospital, Houston, June 28, aged 48, of cirrhosis 
of the liver and diabetes mellitus. 


Poust, George Alvin, Hughesville, Pa.; Jefferson Medical College 
of Philadelphia, 1895; an associate member of the American 
Medical Association; veteran of World War I; associated with 
the Muncy Valley (Pa.) Hospital; died July 12, aged 87. 


Proctor, Feaster Le Grand, Forrest City, Ark.; University of Nash- 
ville (Tenn. ) Medical Department, 1898; served in France dur- 
ing World War I; died in the Veterans Administration Hospital, 
Memphis, Tenn., July 11, aged 80, of myocardial infarction. 


Pulese, Felix L., Southold, N. Y.; New York Homeopathic Medi- 
cal College and Flower Hospital, New York City, 1928; member 
of the Medical Society of the State of New York; was with the 
U. S. Public Health Service and served as a lieutenant com- 
mander in the Coast Guard during World War II; attending 
physician at the Eastern Long Island Hospital in Greenport; on 
the staff of the Veterans Administration Hospital in Northport, 
N. Y., where he died July 18, aged 51, of arteriosclerotic heart 
disease. 


Reid, Stewart Woods, West Hartford, Conn.; Yale University 
School of Medicine, New Haven, 1913; formerly member of the 
board of education of Hartford; died July 24, aged 70, of car- 


cinoma of the lung. 


Reynolds, Harry St. Clair ® Norwich, Conn.; Yale University 
School of Medicine, New Haven, 1910; at one time on the fac- 
ulty of his alma mater; served on the staffs of the Hartford 
(Conn.) Hospital and the Grace-New Haven (Conn.) Community 
Hospital; at one time on the staffs of the Institute of Living in 
Hartford and the Connecticut State Prison; died July 19, aged 
75, of acute dilatation of the heart. 


Richeson, Hugh Harding, Louisville, Ky.; University of Louis- 
ville School of Medicine, Louisville, 1914; an associate member 
of the American Medical Association; veteran of World War I; 
served on the staffs of Childrens Hospital and the Kentucky Bap- 
tist Hospital, where he died July 24, aged 69, of adenocarcinoma 
of the rectum. 
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FOREIGN LETTERS 


FINLAND 


Status of Immunization.—In Nordisk medicin for July 19, Dr. B. 
Landtman points out that in 1954 a law was enacted rendering 
BCG vaccination compulsory under certain conditions. For ex- 
ample it is compulsory for 19-year-old tuberculin-negative per- 
sons. At present 80% of Finnish children have had this vaccina- 
tion and, of the 181 children admitted in recent years for 
tuberculous meningitis to the Children’s Hospital in Helsinki, 
only 2 had been properly vaccinated with BCG vaccine. Virtually 
all children are vaccinated against whooping cough and diph- 
theria either at child welfare centers or privately, usually between 
the ages of 3 and 9 months, revaccination being undertaken when 
school age is reached. Tetanus is rare in Finland, and systematic 
vaccination against it has not been attempted. 


Pyloric Stenosis.—Dr. A. Backman in the same issue reports a 
series of 34 patients with hypertrophic pyloric stenosis, of whom 
28 were boys. The diagnosis in most cases was verified by roent- 
genograms. There were, however, four patients in whom the 
radiological findings were not quite typical but in whom the 
clinical evidence was strong enough in itself to warrant the diag- 
nosis. Medical treatment was given to 21 patients (with one 
death) and 13 were operated on (with four deaths ). The medi- 
cal treatment consisted of giving 1 or 2 drops of methylsco- 
polamine nitrate by mouth six to eight times daily. The surgical 
treatment consisted of the Fredet-Ramstedt operation. Medical 
treatment should be tried first, although it takes more time. The 
success of the surgical treatment depends to a large extent on 
skilled preoperative and postoperative treatment. 


FRANCE 


Electroencephalographic Findings in Paroxysmal Tachycardia.— 
R. Gerard and co-workers at the meeting on May 13 of the 
French Society of Cardiology stated that (1) in 13 of 25 patients 
with paroxysmal tachycardia the tracings between the paroxysms 
were normal; (2) in the other 12 the only evidence of abnormal- 
ity was a definite but variable degree of hyperexcitability; and 
(3) some patients complained of pain in one or both temporal 
regions and had a lowered convulsive zone. No specific electro- 
encephalographic evidence of epilepsy was found in these 
patients. Antispasmodics were given to those patients who were 
hyperexcitable or who had a lowered convulsive zone. 


Levarterenol.—At the same meeting R. Legrand and co-workers 
showed that levarterenol induces bradycardia, anomalies of P 
waves, variations of the P-Q interval, and extrasystoles capable 
of causing supraventricular or ventricular tachycardia in healthy 
as well as diseased subjects. Levarterenol may induce coronary 
occlusion, even in patients who are in good health. The drug 
should, therefore, be given with caution. Its use is not recom- 
mended in the treatment of paroxysmal tachycardia, and it is 
contraindicated in patients with ventricular tachycardia or auric- 
uloventricular dissociation. 


Hydroelectrolytic Metabolism and Postoperative Reequilibration. 
—E. Delannoy and co-workers say that those patients who suffer 
significant losses or protracted loss of weight after operation 
raise difficult problems of maintenance of the hydroelectrolytic 
and nitrogen balance (La semaine des hépitaux de Paris, volume 
32, 1956). Neither clinically nor by measuring the electrolytes 
in the plasma is it possible to decide on the amount of therapeutic 
agents required. In complex cases an evaluation of the intake and 
output of fluids and of sodium, potassium, and nitrogen is essen- 
tial. If no abnormal losses are observed, dextrose infusions should 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


be given for the first three days and 50 mEq. of potassium chlo- 
ride daily. Only after four or five days is saline solution necessary. 
In the event of abnormal losses, these should be exactly made up, 
but the urinary output of sodium may be disregarded in the first 
few days. If there is protracted loss of weight, a positive nitrogen 
balance must be established. 


Radiographic Study of Poliomyelitis of the Spine.—A. Grossiord 
and co-workers (La semaine des hépitaux de Paris, volume 32, 
1956) state that, in patients with poliomyelitis of the spine, 
before scoliosis is reported, films should be taken in corrected 
decubitus position, especially in frontal projection on the spine 
placed in forced lateral flexion. Only such a technique, supple- 
menting the clinical data, allows a measurement of the deformity, 
a valid comparison between the successive films, and a reliable 
prognosis. 


Hypertension Due to Pheochromocytoma.—Laroche and Rebou: 
(La semaine des hépitaux de Paris, volume 32, 1956) say that 
pheochromocytoma may cause permanent hypertension without 
paroxysmal signs. The condition is generally serious, developing 
rapidly and accompanied by symptoms associated with hyper- 
adrenalemia. Biological tests for hyperadrenalemia are not reliable. 
In doubtful cases one should attempt to detect the adrenal tumor 
by means of roentgenograms, including retropneumoperitoneum. 
Treatment of pheochromocytoma is surgical. Its prognosis has 
been improved by the use of levarterenol, but the ultimate prog- 
nosis should always be reserved, because hypertension may recur 
within a few months of the removal of the tumor. 


Malignant Hypertension.—P. Milliez and co-workers ( La semaine 
des hépitaux de Paris, volume 32, 1956) say that the role of a 
disturbance in unilateral renal arterial circulation in initiating 
certain arterial hypertensions is indisputable. The possible inef- 
fectiveness of nephrectomy is merely evidence that the angi- 
opathy had escaped its preliminary cause when this became de- 
tectable. The presence of unilateral lumbar pains and hematuria 
in a hypertensive subject should encourage further careful exam- 
ination. Nephrectomy, in the case of unilateral renal lesions, 
whatever their cause, should be performed. It may, however, in 
some ill-defined manner, cause circulatory disturbances in the 
healthy kidney, which results in an aggravation of the hyperten- 
sion and renal insufficiency. 


Hypertension Treated with Rauwolfia.—Senechal and co-workers 
(La semaine des hépitaux de Paris, volume 32, 1956) observed 
a young woman who was treated from 1946 to the time of writing 
for severe arterial hypertension. Her blood pressure had risen to 
250/190 mm. Hg, and the treatment used had proved ineffec- 
tive. She had become pregnant twice, but both pregnancies 
ended in miscarriage. Starting in October, 1954, she was given 
Rauwolfia, and her blood pressure returned to almost normal 
values (140/100 mm. Hg). She again became pregnant and was 
delivered of a normal infant. 


INDIA 


Amebiasis.—Kasliwal and Bhatia (Journal of the Indian Medical 
Association, Aug. 16, 1956) report the results of needle biopsy 
of the liver in patients with chronic intestinal amebiasis. The 
patients were examined for evidence of any associated infection 
such as malaria that might affect the liver. Thirty patients with 
only amebic lesions were selected for liver biopsy. The main 
findings in their order of frequency were lymphoma, diffuse 
parenchymal liver cell damage, disorganization of hepatic cell 
plates, focal necrosis, and portal infiltration. These were con- 
sistent with the diagnosis of subacute hepatitis. The changes are 
caused by Endameba histolytica, not by the bacterial associates, 
and are probably reversible. 
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Railway Accident Relief Car.—Medical relief for victims of ac- 
cidents on Central Railway’s broad-gauge line is now provided 
for by an accident relief car, a miniature hospital on wheels. De- 
signed by the mechanical and medical departments of the Central 
Railway, the car is the first of its kind in India. It has an oper- 
ating room and ward accommodations for 18 patients. The 
operating room equipment embodies the latest devices, used in 
battleships, to withstand vibration while the train is in motion. 
It has its own sterilizing equipment, a kitchen, hot and cold 
running water, and a refrigerator. Members of the railway’s St. 
John Ambulance Brigade will accompany the car, in addition to 
the normal complement of medical and nursing staff. These mem- 
bers are all potential blood donors. 


Tuberculosis Services.—To train a sufficient number of persons 
for tuberculosis services, the government proposes to subsidize 
the establishment of about 15 tuberculosis demonstration and 
training centers under the second Five Year plan. These centers 
will train tuberculosis workers of all categciies and also demon- 
strate the latest techniques in the diagnosis and prevention of 
the disease. Three such centers at New Delhi, Trivandrum, and 
Patna were established under the first plan. Two more are being 
established at Madras and Nagpur with the assistance of the 
World Health Organization. The centers to be established under 
the second plan will consist of (1) an epidemiological section 
for mass x-ray screening and BCG vaccination, (2) a clinical 
section for diagnosis and treatment, (3) a bacteriological section, 
and (4) a domiciliary service under the direction of a public 
health nurse. A full-time director will supervise the working of 
all four sections and will be responsible for coordinating their 
work from the preventive viewpoint. 


Typing Poliomyelitis Virus.—In an article in the Indian Journal 
of Medical Sciences (10:511 [July] 1956), C. S. Swaminathan 
has recorded the antigenic typing, by means of tissue cultures, 
of strains of poliomyelitis virus isolated in Bombay. The viruses 
were isolated from the stools of patients with clinical cases of 
poliomyelitis and their contacts by inoculation of rhesus monkeys. 
Throughout the investigation the hyperimmune antiserums 
against poliomyelitis virus types 1, 2, and 3 supplied by the 
United States National Foundation for Infantile Paralysis were 
used. Of the 57 strains, 54 belonged to type 1, 2 to type 2, and 
1 to type 3. Of the two type-2 strains, one was isolated from a 
contact of a patient during a period between epidemics and the 
other from a patient during the epidemic period. 


SWITZERLAND 


Carcinogens in Foods.—R. Truhaut (Oncologia 9:84, 1956) 
states that, in view of the carcinogenic action of dulcin, a syn- 
thetic sweetener, a foreign substance, in order to be approved as 
a food additive, should be shown through prolonged experimen- 
tation to be devoid of harmful effects in general and in particular 
of carcinogenic effects. Standards of purity for foreign substances 
to be added to foods are most important, because the harmful 
effects of additives are often attributable to impurities. This is 
especially true of dyes. 


Consumption of Cigarettes by Physicians.—O. Gsell sent a ques- 
tionnaire concerning their smoking habits to physicians and re- 
ceived 4,105 responses (Schweiz. med. Wchnschr. 86:675, 
1956). Sixty-one per cent of the physicians (23% of the female 
physicians) were habitual smokers; 38.5% (9% of the women) 
smoked more than 20 cigarettes per day; 60% of the male smokers 
and 99% of the female smokers smoked only cigarettes; 47% of 
the smokers inhaled; and 48% of the male smokers used filters. 
There was no difference in smoking habits of physicians living in 
cities and those living in the country. 


Influence of Amphetamine on Hydroxycorticosteroids.—Recog- 
nizing that the injection of epinephrine appears to stimulate the 
secretory activity of the adrenal cortex, Muller and co-workers 
(Schweiz. med. Wchnschr. 86:688, 1956) studied the variations 
in serum 17-hydroxycorticosteroids under the influence of dextro- 
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amphetamine. Although devoid of the peripheral sympatheticu- 
mimetic action of the levoisomer, this derivative possesses, like 
epinephrine, properties stimulating to the central nervous system. 
In the eight hours that followed the taking of dextroampheta- 
mine in relatively strong doses (15 to 25 mg.), there was an in- 
crease in the serum level of the 17-hydroxycorticosteroids. The 
existence of a spontaneous nyctohemeral variation of the 17-hy- 
droxycorticosteroids of the blood indicates a relation to the hours 
of the day when the experiments were conducted. After the tak- 
ing of amphetamine, the average elevations of the 17-hydroxy- 
corticosteroids, in relation to the control values measured at the 
end of the morning, the afternoon, and in the evening, were 48, 
41, and 92% respectively. 

After the taking of amphetamine, the leukocytes and the 
eosinophils behaved in general as after the administration of cor- 
ticotropin and cortisone, but there was no correlation between 
the degree of elevation of the steroid level and the variation of 
the differential leukocyte count. The mechanism by which am- 
phetamine raises the steroid level is difficult to determine. The 
authors believe that the elevation of the steroid level observed 
after the administration of amphetamine, as well as the signs of 
adrenal hyperfunction noted in animals under the influence of 
epinephrine, is based on the suprahypophyseal action common 
to these two substances. The central action of the epinephrine, if 
it seems analogous to that of the amphetamine, is, however, less 
intense and much more fleeting. This could explain why the in- 
fusion of epinephrine has not raised the steroid level in man. 


Limits of the Treponemal Immobilization Test.—The serologic 
reactions to lipid antigens being insufficient, numerous labora- 
tories now use the treponemal immobilization test. J. Delacretaz 
( Schweiz. med. Wchnschr. 86:645, 1956) states that in syphilitic 
patients the treponemal immobilization test becomes positive at 
the end of the primary period or at the beginning of the sec- 
ondary period (later than the classic serologic reactions ). In the 
absence of treatment, it remains positive during the entire devel- 
opment of the disease without showing the same tendency as the 
classic reactions to spontaneous return to negative. In such trepo- 
nematoses as yaws, bejel, and pinta, the treponemal immobiliza- 
tion test may be positive. In healthy subjects and in patients with 
nontreponemal diseases, the treponemal immobilization test is 
always negative. This is particularly important in checking bio- 
logically false reactions of the classic serologic tests. Like the 
classic serologic reactions, the treponemal immobilization test is 
more likely to become negat.ve under the influence of the treat- 
ment according to how early in the disease the treatment is un- 
dertaken. As a general rule, the treponemal immobilization test 
becomes negative later than the classic serologic reactions under 
the influence of treatment, but this rule has certain exceptions. 
There is no assurance that the persistence of the immobilizing 
antibodies in the serum of a properly treated patient is incom- 
patible with cure. A treponemal immobilization test remaining 
positive thus is not by itself an indication for continuing treat- 
ment. The author has not observed reversion to positive after the 
treponemal immobilization test has become negative. A negative 
treponemal immobilization test (repeated after three months in 
order to exclude all possibility of technical error) is thus pre- 
sumptive evidence of cure. The author found the test to be 
indicated chiefly when positive classic serologic reactions were 
not accompanied by any sign of syphilis or when lesions sus- 
pected of being due to late syphilis were accompanied by nega- 
tive classic serologic reactions. 


Osmotic Nephroses.—Morard ( Helvet. med. acta 23:215, 1956) 
reported a series of seven patients with nephropathies similar to 
the so-called osmotic nephrosis. These patients were given dex- 
trose solution intravenously in amounts not exceeding the thera- 
peutic norms or the tolerance to saccharides, but the preexistence 
of hyponatremia and the severe liver dysfunction seem to have 
potentiated, in each of these patients, the morphological expres- 
sion of the osmotic imbalance. The author investigated the effects 
of giving dextrose solution in rabbits with electrolytic imbalance 
or hepatic insufficiency, One group of animals received a dextrose 
overloading of 15 gm. per kilogram of body weight intravenously; 
a second group received an overloading of 15 gm. per kilogram, 
together with a saline depletion by means of peritoneal dialysis, 
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taking care not to modify the weight of the animals; and a third 
group received a purely hydric overloading aggravated by a loss 
of salt through peritoneal dialysis. Comparison of the histological 
changes indicated osmotic hepatonephrosis and that the saline 
depletion reinforced the osmotic action of the dextrose, Several 
factors may produce this morphological constancy, provided they 
disturb the electrolyte balance between the cell and its medium. 
An additional study was carried out in which the hepatotoxic 
eflect of cinchophen was associated with dextrose overloading of 
15 gm. per kilogram of body weight. The author found that the 
nephron reaction to the dextrose injection was not reinforced by 
the liver damage produced by cinchophen, but, for several rea- 
sons, this unsuccessful attempt does not negate the role of hepatic 
dysfunction in potentiating the osmotic nephrosis. 


lon Exchange.—By giving a salt-poor diet with the addition of 
sodium bicarbonate, P. Jeanneret (Helvet. med. acta 23:60, 
1956) studied mineralocorticoid activity under conditions of 
normal sodium and low chloride intake and excretion. Under 
these circumstances, desoxycorticosterone acetate produces a 
marked retention of sodium and a significant loss of potassium, 
with no water retention. These observations, correlated with 
other studies where chloride was given without sodium, show 
that mineralocorticoid activity primarily affects tubular sodium 
reabsorption and that chloride retention is only a consequence of 
sodium retention. The potassium loss is interrelated with sodium 
retention, while the retention of chloride plays no part in this 
process. Water retention incidental to mineralocorticoid activity 
is not dependent solely on sodium retention; chloride also must 
be retained. Sodium retention alone does not lead to water re- 
tention. This last observation shows the need for reevaluation of 
the prevailing concept of the role attributed solely to sodium in 
water retention and points back to the classic view, that both so- 
dium and chloride (salt) retention are necessary for formation 
of edema. With regard to dietetics, these results show that a 
sodium-poor diet prevents all direct steroid effects on electrolyte 
metabolism. This protecting effect, which is highly desirable 
when patients with normal adrenal cortex are treated with ster- 
oids having mineralocorticoid activity (cortisone, hydrocortisone, 
and fludrocortisone ), is neutralized by sodium chloride and by 
other sodium salts. With sodium bicarbonate the potassium loss is 
much more pronounced than with sodium chloride. Alkalinizing 
sodium salts are therefore strictly contraindicated in these cir- 
cumstances. When, on the other hand, a chloride such as ammo- 
nium chloride is given alone, the situation remains the same as 
with a salt-poor diet and no mineralocorticoid activity can be 
elicited. 


Placental Extracts.—S. Rauch (Helvet. med. acta 23:75, 1956) 
in a study of human placental extracts concluded that the pla- 
centa is rich in enzymes, hormones, and mucopolysaccharides. 
These substances, however, are not contained in all the extracts. 
Their presence depends on the manner in which the extracts are 
prepared. The author considered four commercial preparations, 
three of which (extracts B, C, and D) were extracted according 
to Filatov’s method, whereas the fourth extract (extract A) was 
prepared by the cold method. On the average, the most success- 
ful clinical results are obtained with extract A. The author made 
chemical and biological tests on these extracts in an attempt to 
find histochemical relations. In extract A, he found the following 
characteristics not found in the other extracts: (1) a high alka- 
line and acid phosphatase content; (2) an albumin fraction with 
amino acids, which can be electrophoretically demonstrated; (3) 
a high content of mucopolysaccharides and substances that mi- 
grate electrophoretically with beta-globulins; and (4) the strong- 
est respiratory stimulating effect with a low-concentration opti- 
ium, i. e., with a 5% solution of the extract. This can be partly 
accounted for in terms of the ferment and hormone content, 
which, in the case of the other extracts, is lost as a result of the 
heating of the preparations. The component that stimulates 
breathing need not be identical with that which stimulates prolif- 
ration. Microimplantations, obtained by the same conservative 
inethod, were much less effective than the extract. The factors 
that exert the most stimulating effect on the tissues still remain 
unknown. They do not appear to form a part of the protein frac- 
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tion, but rather of the water-soluble substrate. The stimulating 
effect on the breathing is largely confined to the mesenchymatous 
tissue; the epithelial tissue barely reacts at all. In view of these 
findings on the placental extracts, it is impossible as yet to give 
exact indications for their therapeutic use. The most favorable re- 
sults are to be expected in the case of processes of the mesen- 
chymatous tissues and, in that field, mainly on the strength of 
their influence on the intracellular ground substance. 


UNITED KINGDOM 


Tranquilizing Agents.—The Council of the Pharmaceutical So- 
ciety of Great Britain is concerned about the situation produced 
by the recent introduction of a number of new products com- 
monly known as “tranquilizers.” Although they are not adver- 
tised to the public, a widespread public knowledge of them has 
been created by newspaper articles, and there is a substantial 
demand for them otherwise than on prescription. The indisciimi- 
nate use of such drugs is against the public interest, and pharma- 
cists are urged not to display them or to supply them unless 
satisfied they will be taken on medical advice. 


Mental Illness in Scotland.—Voluntary patients now represent 
practically 72% of the total admissions to mental hospitals in 
Scotland, according to the 1955 annual report of the General 
Board of Control for Scotland. Although, compared with the 
previous year, there was an increase of 657 in the number of 
admissions, these were exceeded by discharges and deaths, so 
that at the end of the year there were 57 fewer patients in mental 
hospitals than in 1954. All but one of the mental hospitals in 
Scotland were built more than 50 years ago. Television is often 
successful in stimulating the interest of chronic and apathetic 
patients. Several hospitals now supply attractive evening or party 
dresses for women patients to wear on special occasions such as 
dances, and two conveniently placed hospitals have arranged for 
parties of patients from one hospital to visit the other, alternating 
each month. These visits, during which football and _ billiard 
matches and other forms of entertainment are arranged, are 
greatly appreciated by the patients of both hospitals. 


Two Americans Honored.—The Royal College of Surgeons has 
conferred the honorary fellowship of the college on Dr. I. S. 
Ravdin, of the University of Pennsylvania, who will visit London 
in December to deliver the Moynihan Lecture before the col- 
lege. The Council of the Royal Institute of Public Health and 
Hygiene has appointed Prof. Philip Drinker, of Harvard Uni- 
versity, as the Harben Lecturer for 1956. The subject of Pro- 
fessor Drinker’s lectures, which will be delivered in May, 1957, 
is “Air Pollution and the Public Health.” 


Generalized Vaccinia.—Four cases of generalized vaccinia in one 
family were reported by a health officer in the East End of 
London. Two weeks after the youngest member of the family, 
aged one year, had been vaccinated, the 6-year-old sister was 
admitted to the hospital with a fever and rash of three days’ 
duration and was found to have generalized vaccinia. Subse- 
quently the father and two brothers were also admitted to the 
hospital because of accidental vaccinial infection of the face. All 
made uneventful recoveries. The mother, who was not affected, 
was vaccinated in infancy. The rest of the family had never been 
vaccinated. 


Osteochondritis Dissecans in the Army.—Col. Charles M. Mars- 
den and Capt. George Wiernik, R. A. M. C., have analyzed a 
series of roentgenograms of joints of 18,405 men that were made 
at the Cambridge Military Hospital, Cambridge, during an eight- 
year period. The ages of the men ranged from 18 to 30 years. 
There were 427 cases of osteochondritis dissecans. The diagnostic 
criterion was evidence ranging from definite localized subchon- 
dral decalcification to a chondral or osteochondral loose body or 
an osteochondral defect in the bone. The knee was the joint 
most commonly involved (299 cases), followed by the elbow 
(85 cases), the ankle (35 cases), and the hip (12 cases). The 
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presenting symptom was pain, followed by swelling and insta- 
bility. Locking episodes were common in the elbows and knees. 
In these joints arthrotomy for removal of the loose body relieved 
the locking, but the pain and instability tended to be unaffected. 
In the ankle, pain was greatly relieved by the removal of the 
loose body. In the hip, painful limitation of movement in all 
directions was the presenting symptom in each case. Treatment 
was palliative. If the lesion does not heal by recalcification or, 
in more advanced cases, by revascularization with maintenance 
of the normal contour of the affected bone, a mechanical osteo- 
arthritis of the joint gradually develops. 


Fluoridation of Water.—The annual report for 1955 of the 
Central Health Services Council to the Minister of Health, states 
that, in two areas in England, one in Wales and one in Scotland, 
arrangements are now under way for fluoridating the public 
water supplies at a rate of 1 ppm and for the examination of the 
teeth of the children in each area before, during, and at the 
completion of the studies, together with the dental examination 
of children in control areas. In view of the outcry in certain 
sections of the community against fluoridation of water supplies, 
the council devotes much space to the ethical issues involved. By 
accepting the recommendation that before any general introduc- 
tion of fluoridation there should be study demonstrations in 
selected areas, the government has taken steps to insure full 
opportunity for well-informed opinion to develop. 


Poliomyelitis and Housing.—Impressed by the lack of evidence 
supporting the popular belief that the severer forms of paralytic 
poliomyelitis tend to be commoner in superior environmental 
conditions, I. N. Sutherland (Health Bulletin 14:52, 1956) has 
studied the incidence of poliomyelitis in Scotland with respect to 
the number of rooms and the number of persons per household 
of victims. Superior households were those with relatively few 
persons living in a relatively large number of rooms. His figures 
fail to produce any evidence to support the contention that a 
superior household environment is associated with a higher inci- 
dence of paralytic or nonparalytic poliomyelitis. In the period 
1950-1953, the rate per 100,000 population for paralytic polio- 
myelitis in one-room houses was 18.4 when there were three or 
less occupants and 69.4 when there were seven or more occu- 
pants. In houses containing five rooms or more, the comparable 
figures were 7.8 and 43.8 respectively. For the same period the 
rate for nonparalytic poliomyelitis was 5 in one-room houses with 
three or less occupants, 40 in those with seven or more occu- 
pants; 0.8 in houses with five or more rooms with three or less 
occupants, and 19.7 in those with seven or more occupants. 


Psychological Factors in Pulmonary Tuberculosis.—The impor- 
tance of psychological factors in pulmonary tuberculosis was 
investigated by D. M. Kissen (Health Bulletin 14:44, 1956) in 
267 patients attending a diagnostic chest clinic for the first time. 
Subsequently, and unknown to Kissen until after he had com- 
completed his investigation, 88 of these patients were given 
diagnoses of pulmonary tuberculosis. The remaining 179 patients 
were used as controls and subdivided as follows: 20 had some 
form of psychosomatic disease; 68 had no discoverable abnor- 
mality; and the remaining 91 patients had miscellaneous condi- 
tions. Antecedent emotional factors were found more frequently 
in the group with pulmonary tuberculosis than in the controls 
(65.4 and 26.2% respectively). This significantly higher inci- 
dence for tuberculosis still held true when compared with the 
subgroup with no abnormalities (23.5%) and the heterogeneous 
group (22%), but not when compared with the psychosomatic 
group (55%). The most common factor was a break or a serious 
threat of a break in an engagement or a marriage. Other factors 
were family bereavement or breaks in the family circle. However, 
the types of emotional factors in the psychosomatic group could 
not be described as broken love links. There was a significantly 
higher incidence of emotional factors in tuberculous patients 
over the age of 35. 

This characteristic emotional factor suggested that these pa- 
tients were especially in need of love or affection. It was there- 
fore decided to investigate this point in a further 45 patients 
attending the chest clinic for the first time; 20 of these turned 
out to have tuberculosis, and the other 25 were treated as con- 
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trols. All 20 tuberculous patients, but only four of the controls, 
were found to have this characteristic personality trait. Depriva- 
tion of natural parental affection was found in 12 (60%) of 
the tuberculous patients, compared with only four (16%) of the 
controls. This suggests that the combination of a break in the 
love link and an inordinate need for affection strongly predisposes 
to the development of pulmonary tuberculosis. 


Sports Injuries.—Of all types of accident in the Royal Air Force, 
sports account for 28% (Proceedings of the Royal Society of 
Medicine). Because more than 90% of these are due to football, 
a group of football players will be given special exercises to 
strengthen their leg muscles. Their experiences will be com- 
pared with those of players not so trained. Athletics produce a 
surprising number of casualties, principally of the ankle liga- 
ments and tendo calcaneus. Dr. W. D. Fletcher states that 
interference with the higher intellectual function can occur 
after one bout of boxing; 5% of those who remain in boxing five 
years become punch-drunk. 


Naturopath Sentenced.—Brown Neil, a naturopath, was found 
guilty of trying to obtain $1,400 by false pretenses from an 
elderly woman and sentenced to two years’ imprisonment. The 
prosecution said Neil had pretended that a Dr. Franz Schwartz, 
then living in the United States, had diagnosed Mrs. Swift's 
condition as cancer in the blood. Neil claimed he had power to 
treat and cure Mrs. Swift with the aid of equipment called the 
supersonic pulsator. Mrs. Swift received an unsolicited letter 
postmarked North Hollywood, Calif., and purportedly written 
by Dr. Schwartz’s secretary. Among statements in the letter were 
that Dr. Schwartz was still busy supervising the treatment of 
President Eisenhower; that he had treated a member of the 
Royal family, who in addition to paying a fee of $2,800 had 
given a further $42,000 to help poor patients; that on Feb. 15 
he had sent his assistant under hypnotic influence to Mrs. Swift's 
home; and that the assistant examined her sleeping body and 
found her to have a malignant neoplasm. The treatment was to 
be by broadcasting from the United States and England by 
wave-producing instruments, The letter ended by saying that 
the writer had asked Dr. Brown Neil, of Bournemouth, to treat 
Mrs. Swift under Dr. Schwartz's direction. In another letter 
received by Mrs. Swift at the same time signed “Dr. Johnson, 
M.D.,” it was requested that payment for treatment be made by 
$1,400 in notes. These should be wrapped in brown paper and 
given to Dr. Neil. Mrs. Swift testified that she was in good 
health; that she had never heard of Dr. Schwartz; that she took 
the letters to her solicitor and, on police instructions, wrote to 
Neil for an appointment; and that she saw Neil on March 20. 
At her request, he took the brown paper parcel from her shop- 
ping bag but put it back when police officers entered. Neil told 
the police that he did not know Dr. Schwartz, but later he said: 
“If it will help you, I am Dr. Schwartz.” After the trial Mr. A. 
Samuels, representing the British Naturopathic Association, Ltd., 
denied that Neil was a member of the association. 


A Pathologist’s Pay.—The following excerpt from a letter appears 
in the British Medical Journal of Aug. 4 and is quoted to show 
one aspect of the present-day relationship between medicine 
and other forms of livelihood. “I wished to become a pathologist 
when I qualified in 1952, but found that at no time in the 
ensuing seven or eight years was I likely to earn $2,800 per 
annum. I therefore entered the family business, where I pay a 
good representative over $2,800 per annum, plus car, plus ex- 
penses. Our travellers have no technical training and their only 
qualification is that they can sell our goods. It seems altogether 
wrong that if I were to offer them the salary of a doctor with 
higher qualifications . . . they would leave forthwith. Most young 
men qualifying in medicine desire to get married, have a home, 
a family, security, and freedom from debt. . . . What hope have 
they got of obtaining luxuries like a car, a television set, or a 
public school education for the children? I would have preferred 
to earn my living in my profession, but I wished to marry and 
felt that I owed my family a minimum standard of living. . . . 
Worse still, there was . . . little hope for the future, for even if I 
had higher qualifications what chance had I of obtaining a con- 
sultant’s post?” 
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CORRESPONDENCE 


WHIPLASH INJURIES 


To the Editor:—I would like to comment on the paper by Gotten 
entitled “Whiplash Injuries” that appears in this issue on 
page 865, for which the clinical studies have been so well 
planned and executed. The author and his colleagues deserve 
a sincere compliment for having presented these facts con- 
cerning whiplash injuries, which are becoming so very com- 
mon. It was three years ago that Dr. Gay and I presented before 
the Section on Nervous and Mental Diseases a small series of 
patients (50) with the whiplash injury syndrome. We had 
attempted to analyze this group and present certain clinical facts 
that characterized this traumatic syndrome and its subsequent 
course. Briefly, the syndrome of various aches, pains, and sore- 
ness was shown to be due to an acute injury to the cervical 
musculoligamentous structures and occasionally also due to in- 
juries to the cervical neuroskeletal elements. Although the injury 
was incurred by several mechanisms, it was most frequently 
incurred when an auto was struck from behind and the occu- 
pant’s head, acting as a semi-freely movable object, was suddenly 
hyperextended and subsequently less violently flexed ( see figure ). 
A second phase of this problem, which was strongly emphasized, 
was what might be termed the “iatrogenic phase.” It was shown 
that the symptoms may be prolonged for weeks to years by ill- 
advised therapy, or lack of therapy, as handled by various types 
of medical regimens, physicians, osteopaths, and chiropractors. 
This, we felt, was an important aspect of the problem, from both 
the physical and the emotional or psychiatric approaches. Too 
often, the patient was conditioned for anxiety and tension. This 
state was developed either by the physician’s lack of concern or 
through an overly anxious and solicitous attitude on his part. 
When the latter was evident, it suggested to the patient that a 
serious injury had occurred to his neck and that he would need 
extensive treatment. Usually this approach was followed by over- 
treatment, many times including what we believe is the ill- 
advised rigid fixation of head and neck. 

We were able to show that some 70% of our patients displayed 
a psychoneurotic overlay. Most of these neurotic states or reac- 
tions were those of severe anxiety and tension. A further review 
of this original group, along with another series now comprising 
some 174 patients presently under study, has shown this to be 
true. In addition, we have seen reactive depressions appearing 
in some patients whose symptoms have continued to harass them 
for months or even years. We have recognized that a prolonged 
nervous tension state and a fear of (1) pain, (2) serious injury 
to the neck, and (3) paralysis tends to force the patient to hold 
his head rigid; in doing so, the patient ironically induces pain, 
soreness, and aching in the posterior cervical, suboccipital, and 
shoulder areas. Thus are perpetuated the common symptoms of 
a whiplash injury. 

Before going on to the next point, I should note here that 
other symptoms of the whiplash injury syndrome may well be 
compared to the cerebral concussion state. In this syndrome, 
emotional disturbances are commonly known to perpetuate the 
symptoms (dizziness, giddiness, headaches, and syncopal-like 
states) that may be characteristic of the cerebral (cerebro- 
scalp ) vasomotor imbalance state. We believe that many of these 
patients with whiplash injuries have had mild cerebral concus- 
sions and that emotional factors play the same role here in 
perpetuating these symptoms. 

Soon after our paper was read before the Section on Nervous 
and Mental Diseases, Dr. Von Hagen began to gently urge that 
we study the third phase (phase one being the patient’s primary 
emotional reaction to the injury and subsequent symptoms; phase 
two, his reaction to his physician’s attitude and therapy; and the 
third phase, the patient’s reaction to the legal aspects of his in- 
jury. Was there such a reaction? If so, was it adverse in relation 
to his recovery? What happened to him after this (third) phase 
was removed? 

As we had more experience with these patients and their legal 
problems, we came to recognize that litigation was, is, and al- 
ways will be a serious factor in the course and therapy of these 
patients. At one time we attempted to ascertain how many of 110 
patients with whiplash injuries had (1) employed legal aid, 


(2) litigation pending, and (3) litigation settled. This was done 
by a mailed questionnaire. The response proved to be most un- 
satisfactory, for only about a dozen answered this question, 
among some 15 questions asked, whereas all answered the ques- 
tions about their symptoms! At the present time, we have under 
way (in its beginning) a program to have a young psychiatrist 
review some 225 cases. We hope to have, in another year, some 
data with which to answer many of these questions. 

In the meantime, Dr. Gotten has brought to us irrefutable data 
concerning this third phase. He has accepted that there is such a 
syndrome as the whiplash injury syndrome and has shown the 
strong influence that litigation exerts on the ultimate clinical 
course of these patients. He has emphasized the monetary phase 
of this aspect and has not neglected the other aspects of this 
phase. I should like to draw attention to one facet of this “injury- 
litigation” problem that is seldom mentioned. Many patients 
have a fear of legal matters, particularly of “going to court.” Of 
course, this is the fear of the unknown or unfamiliar. But this is 
just as real as the fear he also holds (1) that no punishment will 
be meted out to the driver of the other car (and these people do 
exhibit extreme hostility toward the driver of the other car) and 
(2) that no compensation will be received for the pain, anxiety, 
and loss of time that they have experienced. I have seen these 
patients, after the matter of litigation has been settled, relax and 
recover even though the legal decision was not in their favor. In 
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Diagram representing direction of head when vehicle is struck from be- 
hind and head is originally directed directly forward. Primary snap of head 
with greatest force is posteriorly (98% of 214 patients surveyed ). Secondary 
movement is forward. Primary movement usually carries greatest force. 
However, if the vehicle hit is forced into an object in front at the right time, 
the secondary movement may be quite violent. It will be noted there is also 
force applied in the lower lumbar region. In several instances damage to 
intervertebral disks at the fourth lumbar level has occurred (three rup- 
tured disks in this series ). 


these instances, the fear of the court procedure was as real and 
emotionally and physically decompensating to them as was the 
injury itself. I would suggest, therefore, that this aspect of the 
third phase be remembered. 

Finally, it would seem that we have arrived at the same phase, 
or stage of progress, concerning whiplash-neck-injury syndromes, 
as we have with head injuries, particularly in regard to cerebral 
concussion. We accept that there are such injuries and that their 
symptoms are aggravated by hostility, anxiety, tension, and other 
emotional reactions. Finally, in both conditions, the ever-present 
element of litigation can and does affect the clinical course of 
these patients. In neither type of patient is it clinically possible 
to determine where the natural or physical course of the injury 
should end and where or when the perpetuation of the symptoms, 
due to the neurotic reaction, begins. Certainly one overlays the 
other in nearly all such cases, and it may be assumed that, in 
some, the emotional reaction begins with or immediately after 
the injury. It is, therefore, evident that we have made consider- 
able progress in our understanding of this syndrome. 


KENNETH H. Assort, M.D. 
Department of Surgery 
Division of Neurosurgery 
College of Medicine 

Ohio State University Hospitals 
Columbus, Ohio. 
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BUSINESS PRACTICE 


LIFE INSURANCE FOR THE YOUNG PHYSICIAN 
Robert H. Jordan 


and 


Harry E. Ungerleider, M.D., New York 


The young physician today, with a background of schooling, 
internship, and fellowship in modern medicine, is better pre- 
pared to begin his practice than were physicians trained in 
earlier years. He lacks the dimension of experience, but he has 
intimate knowledge of the latest techniques that give new 
promise to all of medicine. The preparation by the young phy- 
sician for his career has taken a longer period of time than did 
the training of earlier years; therefore, he is older when he 
graduates. The graduation of relatively large numbers of med- 
ical students who already have families of their own—with all 
the responsibilities of any other family men—is becoming com- 
monplace. Frequently burdened with debt from training and 
setting up a practice, many of these young physicians defer 
establishing long-range family protection plans. 

In view of this fact, it is not surprising that one of the 
earliest important problems that should be considered, namely, 
the establishment of a life insurance program, has never been 
discussed with many of them. They are not acquainted with the 
type of life insurance protection available to them and cannot 
spare the time to investigate so complicated a subject as life in- 
surance. The informed underwriter is trained to assist his client 
by first diagnosing with questions and discussion the needs and 
objectives of the young doctor. Knowing these needs and ob- 
jectives, he can prescribe the program fitted to the young doc- 
tor’s requirements in their order of importance and, at the same 
time, can consult with him concerning the limitations necessary 
in order to keep the proposed purchase within the available 
budget. Furthermore, frequent review of these objectives and 
the policies is important to maintaining and building the ulti- 
mate program desired. Shopping for bargains or passing insur- 
ance business around on the basis of personal friendship will 
not contribute toward building a sound, integrated insurance 
program. Finally, there is no such thing as a correct plan for a 
certain age or income group; each plan should be tailored to the 
needs of the individual and the premium outlay he can afford. 
This article is written in the hope of furnishing certain informa- 
tion about policy forms and of stimulating consideration of how 
they are adaptable to the needs of the young physician when 
he is planning his program with a life underwriter. 


Plans of Insurance 


There are basically three types of life insurance policies: 
whole life, endowment, and term. Whole-life policies provide 
for the payment of the face amount of insurance only upon 
death. Premiums may be payable until death, as is the case 
under the ordinary-life plan; or they may be payable for some 
limited period, such as 20 years (or until death, if that occurs 
within 20 years), as is the case under a limited-payment-life 
policy. Premiums for limited-payment-life policies are higher 
than for ordinary-life policies because of the limited period for 
payment of premiums. Cash values under a limited-payment-life 
policy are also higher. Under either type of whole-life policy, 
the cash values increase during the life of the policy. A signifi- 
cant development in this type of insurance is that of the whole- 
life policy with premiums payable to age 60 or age 65, thus 
spreading the premium-paying period over those years of great- 
est anticipated professional activity and earnings. 

Whole-life policies will normally be bought when the desire 
is to provide a reasonably large amount of insurance protection 
for the premiums paid while cash values accumulate. Cash val- 
ues can provide protection against emergencies requiring ready 
cash or can be used at retirement to provide an income for life. 
The choice of a period during which premiums are to be pay- 


From the Bureau of Medical Research (Dr. Ungerleider), the Equitable 
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able must be made at the time the policy is issued and is often 
based on the individual’s budget and his idea of when his 
earned income will cease. The ordinary-life plan is popular, 
since it provides the most whole-life-insurance protection for the 
lowest annual premiums. Twenty-payment-life and_life-paid- 
up-at-65 plans are also popular. 

Endowment policies, such as the 20-year-endowment policy, 
provide for the payment of the face amount on the endowment 
maturity date (the 20th policy anniversary for a 20-year en- 
dowment) or upon death, if earlier; premiums are usually pay- 
able during the whole of the endowment period (or until 
death). The premiums for endowment policies are higher than 
for corresponding limited-payment-life policies, since the face 
amount must certainly be paid by the end of the endowment 
period. Under the limited-payment-life policies, payment of the 
face amount is made upon death, which may occur consider- 
ably later than the end of the premium-payment period. Cash 
values available under endowment policies are higher than 
under corresponding limited-payment-life policies. The endow- 
ment plans are bought when the desire is to have a lump sum 
available on a predetermined date in the future should the in- 
sured survive until then. Many endowment policies are bought 
with a maturity date of age 65 for the purpose of taking an 
income settlement instead of a lump sum, that is, with the pur- 
pose of providing retirement income. Twenty-year endowments 
are also bought widely, many being purchased for the purpose 
of setting up an educational fund for a child upon maturity of 
the policy. 

Term policies provide for payment of the face amount only 
upon death within the term period. Premiums are usually pay- 
able during the entire term period (or until death). The pro- 
tection afforded by a term policy is temporary, with coverage 
existing only during the term period. Premiums for term policies 
are lower than tor corresponding limited-payment-life policies, 
and, in most cases, there are no cash values available. Term in- 
surance is usually purchased when the need is a temporary one 
and is for the largest amount of insurance that can be bought 
by the premium payable. Frequently the view that the need for 
insurance is temporary is supplanted by a later realization that 
permanent insurance is needed. Most term policies provide lim- 
ited rizhts of conversion, without medical examination, to the 
regular permanent plans of insurance. Since these conversion 
rights are limited, the policy should be carefully studied so that 
the conversion rights may not be lost by a failure to elect con- 
version soon enough. 

Almost all other plans of insurance can be classified as mod- 
ifications or combinations of the three basic plans. Some of the 
more important plans to consider are those of special policies 
(gener::lly issued only for large amounts) and renewable term 
polici:s. Many companies have in recent years introduced a 
special policy available only to the purchaser who is willing to 
buy insurance on this particular plan and for at least a mini- 
mum amount at which the special policy is issued. (This mini- 
mum may, for example, be $10,000.) Some companies offer 
these special policies only to specially selected or preferred 
risks. Recently the special policies have figured prominently as 
competitive items, inasmuch as the issuance of insurance in 
larger amounts has the effect of reducing the level of unit ex- 
penses; and, moreover, the cost of insurance may be further 
reduced when the policy is restricted to preferred risks. If the 
young physician has an insurance need that can be met by one 
of the special policies, he may be well advised to take advan- 
tage of the lower rates available under these plans. Some of 
these special policies offer the privilege of increasing the pre- 
miums at an age such as 55 for the purpose of making the 
policy paid-up or for its maturity as endowment at an age such 
as 65. Thus they become flexible and are readily adaptable to 
the larger income that may likely be available for premiums 
after the period when the normal need for the purchase of ad- 

ditional life insurance in substantial amounts has expired. 

A renewable term policy can be best described as a regular 
term policy that contains an additional feature or benefit. This 
benefit is the right to renew the policy for another term period 
(usually without medical examination) at a premium rate guar- 
anteed at the original issuance of the policy. The premium rate 
increases at each renewal, eventually becoming quite large as 
compared with the premium at the original age of issue, and 
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ultimately at some age stated in the policy, usually in the mid- 
dle 60’s, it becomes necessary under these forms to discontinue 
the protection or convert it at the then attained age to the 
regular whole-life or endowment plans. The right to convert to 
the regular permanent plans is likewise usually available at the 
earlier ages, but too frequently in the experience of insurance 
companies it is not exercised when the higher premium can 


first be budgeted by the insured. 
Important Features of Life Insurance Policies 


In addition to the lump-sum death benefits that are available, 
life insurance policies contain many features that are of con- 
siderable value to the insured. One example of such a feature 
js contained in the beneficiary provision. This gives the insured 
the right to change his beneficiary at any time. It is also cus- 
tomary to allow the insured to name several persons rather than 
just one as his beneficiary and to provide that, instead of a lump 
sum, the death benefit will be held on deposit or will be paid 
under various installment options. The beneficiary provision 
provides the insured with certainty that the insurance benefits 
will be paid out in accordance with his wishes, since the terms 
of the beneficiary arrangement are carried out by the company 
as a matter of contract. The practice of private life insurance 
companies in carrying out such arrangements as a matter of 
contract contrasts with that under certain government plans, 
where benefits can terminate after the death of the insured 
upon occurrence of certain events, such as remarriage of the 
widow. Certain rights are also guaranteed the insured should 
he decide at some point after issue of the policy that he no 
longer wishes to continue making premium payments. The 
usual benefits available in such an event are a lump-sum pay- 
ment of the cash value, continuation of protection for the full 
face amount of insurance for such period as the cash value will 
provide, or continuation of the policy as a fully paid-up policy 
for a reduced face amount of insurance providing the same 
form of benefits as would be available had premiums been 
continued. 

There are many riders for “extra” benefits that may be in- 
cluded in a policy of life insurance. The two most popular pro- 
visions are for waiver of premiums in the event of total and 
permanent disability and for additional indemnity in the event 
of death by accidental means. The first provides that total and 
permanent disability, which results in reduction or discon- 
tinuance of earned income, will not cause termination of the 
life insurance policy. The second in its usual form provides for 
payment of double the face amount if death is caused by acci- 
dental means as defined in the provision. The cost of these 
benefits is small in respect to the premium for the basic policy, 
so that the majority of life insurance policies issued today con- 
tain at least one of these riders. 

Family-income riders provide for the payment, commencing 
upon the death of the insured, of a monthly income until the 
end of a stated number of years from issue of the policy, with 
payment of the face amount of insurance at the end of that 
period. Such a rider might be added to the basic policy by a 
man recently become a father, with the thought that his family 
would be provided for by the income benefit until the child 
had grown up. There would then be a lump sum available that 
could be used for such purposes as providing a life income for 
the widow, setting up an educational fund, or helping to set the 
family up in business. Another purpose for which these riders 
are frequently used is mortgage redemption. The benefits avail- 
able, which are of a reducing nature, can be made to cor- 
respond very closely to the reducing unpaid balance of a 
conventional mortgage. The family-income benefit can be pur- 
chased at a premium that is low compared to the premium for 
permanent plans of insurance. It should be remembered that 
the benefits available become less as the policy stays in force, 
so that the total benefit under the policy after the end of the 
family-income period is equal to the face amount. When setting 
up a program designed to guarantee the basic income needs for 
a young doctor’s family, the use of the family-income rider on 
certain of the policies allocated to this need furnishes added 
protection when it is most essential and still leaves the primary 
policy intact for continuance as protection for the wife after 
the children are on their own, or even for retirement purposes, 
assuming the insured’s survival to the older ages. 
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Disability-income riders provide for payment of monthly in- 
come usually until age 65 but frequently for life if the insured 
becomes disabled as defined in the rider. In most cases, the dis- 
ability must occur before age 60. The amount of the monthly 
income is most often $10 per $1,000 face amount of insurance, 
so that a man having a $10,000 policy with this rider attached 
could collect an income of $100 per month should he become 
disabled. This benefit is of particular importance to physicians 
who become so disabled as to be unable to perform their usual 
duties. The cost of the rider is small in relation to the premium 
for the basic policy, but the benefits payable for disability oc- 
curring early in life are substantial. Frequently, however, the 
young doctor will consider a somewhat higher, although usually 
temporary, form of disability-income coverage offered by an 
accident and health policy instead of having this feature on 
policies incorporated in his regular life insurance program. 


Premium Rates 


It should be pointed out that insurance is sold on both a “par- 
ticipating” and a “nonparticipating” basis. Under a participat- 
ing policy, the premium rate charged is somewhat higher than 
the premium considered necessary, with the anticipation that 


Illustrative Data on Participating Insurance 


Av. Annual 20th Yr. Age 65 
Dividend Av. Annual Guaranteed Guaranteed 
Issue Annual over Net Cash Cash 


Age Premiums,$ 20 Yr.,$ Outlay, $* Value, $ Value, $ 


Adjustable Whole Life (Minimum Face Amount $10,000) 
17.46 3.86 13.60 287 614 


SR 


20.08 4.32 15.76 826 588 
Life Paid-Up at 65 
25 22.49 5.80 16.69 328 764 
30 26.36 6.61 19.75 3x8 764 
Endowment at 65 
25 25.49 6.43 19.06 393 1000 
30 29.95 7.21 22.74 471 1000 
20-Payment Life 
25 82.67 7.07 25.60 559 764 
30 35.98 7.75 28.18 610 764 
20-Yr. Endowment 
25 50.11 8.58 41.53 1000 
30 50.87 8.82 42.05 1000 eee 
5-Yr. Renewable Term (Minimum Face Amount $5,000) 
25 7.95 2.461 5.49t 
30 8.90 2.85t 6.05+ 
20-Yr.-Family-Income Rider 
25 3.92 pes 3.92 
30 4.83 4.83 
Family-Income-to-Age-65 Rider 
25 11.05 ote 11.05 
30 11.60 nue 11.60 see owe 
Ordinary Life (Sold Only for Amounts $1,000 to $9,999) 
25 20.68 5.57 15.11 287 614 
30 23.69 6.29 17.40 326 588 


*Premium for Ist 20 yr. less average dividend. 
tAveraged over 5 yr. 


the excess premium will be returned in the form of dividends 
over the years. A nonparticipating policy provides insurance at 
a set premium rate, with no prospect of any dividend ever 
being paid. Under the participating policies, various attractive 
options are available for leaving the dividends with the com- 
pany and for increasing the protection and cash equities in the 
policy. The figures shown in the table are illustrative of the 
premiums charged, the dividends paid currently, and the values 
contained in policies issued by a company that issues participat- 
ing insurance. All figures are shown per $1,000 face amount, 
or, in the case of the family-income riders, per $10 monthly 
income. Dividends are not guaranteed but will depend on the 
actual experience over the years. 

Let us see how a young physician, say age 30, with a wife 
and two children, one 2 years old and the other just born, might 
provide benefits for his family using life insurance. He wishes to 
provide his family with a maximum of protection while at the 
same time his policy is accumulating some cash values. This 
young physician might feel that a combination of one of the 
special policies for $20,000 with a 20-year-family-income rider 
would serve his purposes. This combination would provide in- 
come to his widow and children of $200 a month in the event 
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of his death within 20 years, the income terminating when his 
youngest child was 20 years old. This would give his wife an 
income while the children were still growing plus a lump sum 
payment of $20,000 when the youngest child reached 20 years 
of age. She could use this lump sum to pay for some of the costs 
of the children’s education as well as to provide herself with a 
nest egg for future emergencies. The annual premium for such 
a policy would be about $500. If he wished to have attached 
to the policy a disability waiver-of-premium rider, the extra 
cost would be $15.60. The average annual dividend on such a 
policy would be about $86.40. It can be seen that in one policy 
he could obtain benefits for his family that would prov’ le, in the 
event of his early death, a regular income to his wife while the 
children were still growing and a lump sum payment at the 
end of that period that could be used for any of a number 
of purposes. If he lives to the end of the 20 years, the policy is 
continued as a $20,000 policy with the premium reduced to 
about $400. 


OASI Versus Family Income Coverage 


The young self-employed physician may be interested in how 
coverage under title 2 (Old-Age and Survivors Insurance) of 
the Social Security Act compares with family-income coverage 
as provided by the conventional form of family-income rider 
issued by life insurance companies. It is difficult to compare 
these two, because the OASI protection would include retire- 
ment benefits for the self-employed physician as well as sur- 
vivorship benefits for his wife and dependent children. While 
the contributions under the Social Security Act would sub- 
stantially exceed the premiums required for family-income pro- 
tection of about the same amount as the amount of survivorship 
benefit under social security, part of the social security contri- 
butions would be for the retirement benefits. The young physi- 
cian who does not contemplate retirement but rather visualizes 
himself as continuing in active practice for many years beyond 
age 65 might understandably, therefore, find the family-income 
protection more desirable than OASI as far as his particular 
need is concerned. He may also be influenced by a preference 
for benefits that are contractually guaranteed and that would 
not be affected by his widow’s becoming gainfully employed 
after his death or by her remarrying. 


Comment 


Young physicians who have little or no insurance already in 
force will not have any great need for complicated planning of 
insurance benefits. Their primary need is for some insurance 
protection that is generally suited to their individual circum- 
stances. Physicians who have progressed further in life and have 
acquired substantial assets may well find that careful analysis 
of their estate plans will indicate the need for insurance to pro- 
vide the maximum conservation of their estates upon their 
death. The estate and inheritance taxes, as well as the cost of 
administration, make heavy inroads into the values of prime 
assets in many estates. The coordination of existing life insur- 
ance, supplemented where appropriate by the purchase of such 
additional coverage as might be indicated by a survey of the 
estate, can materially aid in meeting these problems and thus 
assure maximum efficiency and conservation of values. Life in- 
surance companies have personnel, experienced in such matters, 
who are available to assist prospective purchasers among the 
well-to-do business and professional men who have these prob- 
lems. 


Conclusions 


Life insurance offers the young physician his primary means 
of underwriting for the security of his family a portion of his 
anticipated earnings from the investment that he has already 
made with time and money in his eduction and professional 
training. As he progresses with the development of his career, 
his insurance program should be increased and adapted to his 
higher living standards. Finally, it thus becomes in most in- 
stances a vital part of his entire estate plan. Its benefits are 
available both for family protection and frequently for his own 
retirement years. Throughout his entire life, he will find that 
the counsel of a professional underwriter is an important service. 


393 Seventh Ave. (1) (Dr. Ungerleider ). 
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NEW FILMS ADDED TO A. M. A. 
MOTION PICTURE LIBRARY 


The Patient Is a Person: 16 mm., color, sound, showing time 20 minutes. 
Presented by the Smart Family Foundation. Produced in 1956 by Coronet 
Instructional Films and procurable on loan (service charge $1.00) from 
Motion Picture Library, American Medical Association, 535 N. Dearborn 
St., Chicago 10. 


This film explores the fearful attitudes that many patients ex- 
hibit on entering the hospital and suggests techniques of non- 
medical care that may help to allay these fears and contribute to 
the patient’s rapid recovery. It stresses the ways in which physi- 
cians, the admitting clerk, nurses, volunteers, administrative 
help, and housekeepers can maintain the patient’s confidence in 
the hospital team. In various stages, from admitting to discharge, 
hospital employees should demonstrate their recognition that the 
patient is a person, with individual reasons for behavior that may 
seem irrational. Examples are shown of unconscious pressures 
that may produce the wrong kind of care, even in conscientious, 
well-trained employees. The film reminds hospital personnel of 
the importance of putting patients at ease from the very first, of 
meeting their needs as persons, and of maintaining their confi- 
dence in the hospital team. This good film shows that the patient 
is the prime interest in the hospital. It should be shown in every 
hospital administration course and also to all hospital employees 
who come in contact with patients. 


Endocrine Glands—How They Affect You: 16 mm., black and white, 
sound, showing time 15 minutes. Correlated with the “Textbook of Healthful 
Living’? by Dr. Harold S. Diehl. Produced in 1956 for and procurable on 
purchase ($95) from McGraw-Hill Book Company, Inc., 330 W. 42nd St., 
New York 36. Procurable on loan (service charge $2) from Motion Picture 
Library, American Medical Association, 535 N. Dearborn St., Chicago 10. 


By the use of animated drawings, this film locates and describes 
the endocrine glands and explains the function of the hormones 
that these glands secrete. It studies the effects of the hormones 
on growth, metabolism, sexual development, and behavior and 
shows what happens when the flow of certain hormones is de- 
creased or increased. It then demonstrates the complex patterns 
of interaction among the various endocrine glands. At the end of 
the film, there is a discussion of animal hormones, which are used 
to treat many human ailments. This film points out quite well the 
areas of knowledge and the areas still unknown in this field. It 
covers well the principal endocrine products. The animated 
drawings are good. The film is recommended for college and 
senior high school hygiene classes. It would also be of interest to 
professional groups in such fields as public health education and 
public health nursing. 


Common Heart Disorders and Their Causes: 16 mm., black and white, 
sound, showing time 16 minutes. Correlated with the ““Textbook of Healthful 
Living” by Dr. Harold S. Diehl. Produced in 1956 for and procurable on 
purchase ($100) from McGraw-Hill Book Company, Inc., 330 W. 42nd St., 
New York 36. Procurable on loan (service charge $2) from Motion Picture 
Library, American Medical Association, 535 N. Dearborn St., Chicago 10. 


The functions of a healthy and a disordered heart are demon- 
strated. Animated drawings show the internal workings of the 
heart and how it is affected by diseases of the circulatory system. 
The functions of auricles, ventricles, and valves; directions of the 
blood flow in the heart; and the contraction and expansion of the 
heart are seen in both the healthy and the disordered heart. In 
addition, the different kinds of damage caused by rheumatic 
fever, high blood pressure (hypertension), or hardening of the 
arteries (arteriosclerosis ) are shown, with special emphasis given 
in the last case to blood clots. This film is well done. It is non- 
technical and would be well suited for nonmedical adult groups, 
college hygiene classes, ana sznior high school classes. Physicians 
called on to address lay audiences, such as service organizations 
and parent-teacher associations, may find this film a useful ad- 
junct to their lecture. 
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INTERNAL MEDICINE 


The Fate of Patients Surviving Acute Myocardial Infarction: A 
Study of Clinical and Necropsy Data in Two Hundred Fifty 
Cases. R. W. P. Achor, W. D. Futch, H. B. Burchell and J. E. 
Edwards. A. M. A. Arch, Int. Med. 98:162-174 (Aug.) 1956 


[Chicago]. 


The authors investigated the factors that affect patients after 
acute myocardial infarction, particularly in regard to the length 
of survival and manner of death. In addition they studied the 
pathological cardiac anatomy and correlated it with the clinical 
observations. Case histories were selected from all autopsy 
records performed at the Mayo Clinic from 1946 to 1950. To 
be included in the study, a case had to meet two criteria: (1) 
the heart had to present evidence of an earlier attack of acute 
myocardial infarction as manifested by the presence of a scar of 
not less than 2 cm. in length and 2 cm. in breadth, and (2) the 
medical record had to be adequate as to history, physical ex- 
amination, and information on terminal illness. Two hundred 
fifty hearts with gross myocardial scars indicative of healed in- 
farction were selected. The cause of death was primarily of 
cardiac origin in nearly two-thirds of the patients. There were 
three major types of cardiac death, namely, death from con- 
gestive heart failure, death from recurrent acute myocardial in- 
farction, and “sudden death” without congestive failure or acute 
infarction. The last-mentioned mechanism was the commonest 
of the three and was infrequently associated with recent cor- 
onary thrombosis. 

Antemortem diagnosis of a previous acute myocardial infarc- 
tion was not made in nearly half of these patients. There ap- 
peared to be a definite relationship between the size of the scar 
indicating the extent of infarction of the ventricular wall on the 
one hand and the incidence of clinical recognition on the other. 
For the patients whose acute myocardial infarction was diag- 
nosed clinically, the average length of survival following recov- 
ery from the acute episode was 43 months. Only 24% of these 
patients survived 5 years or more, and only 7% survived 10 
years or longer. The period of highest mortality was within the 
first year after the acute illness. From the standpoint of cardiac 
morphology and clinical features, the patients surviving five 
years or longer did not differ significantly from those of the 
entire series. Hence, the subsequent course of patients who had 
survived an episode of acute myocardial infarction could not be 
accurately predicted on the basis of morphological or clinical 
findings. 


Hypothyroidism: Its Aetiology and Relation to Hypometabolism, 
Hypercholesterolaemia and Increase in Body-Weight. D. N 
Baron. Lancet 2:277-281 (Aug. 11) 1956 [London, England]. 


Pituitary deficiency is an important cause of hypometabolism, 
which also may be associated with miscellaneous endocrine 
deficiencies and with simple obesity. Overweight is one of the 
diagnostic criteria of hypothyroidism; according to the report 
in 1888 of the committee of the Clinical Society of London, an 
increase in bulk and weight is very constant in myxedema. 
From 1946 to 1952, 227 patients were examined who were 
hypometabolic; 119 of them were clinically hypothyroid. In 
addition 21 other cases of hypothyroidism were seen during the 


The place of publication of the periodicals appears in brackets preceding 
each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
subseribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.”” Periodical files cover 
1947 to date only, and no photoduplication services are available. No 
charge is made to members, but the fee for others is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one time, and 
‘hey must not be kept longer than five days. Periodicals published by the 
\merican Medical Association are not available for lending but can be 
‘upplied on purchase order. Reprints as a rule are the property of 
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same period. In all there were 140 hypothyroid patients for 
analysis, divided into several groups. The idiopathic hypothy- 
roidism group included all the patients, even cretins, whose hy- 
pothyroidism was of an unknown etiology; 86% were women 
and 14% men. There was usually an interval of one to two years 
between the onset of symptoms and the recognition of hypo- 
thyroidism. All of these patients were white and of similar racial 
types. There seems to be no difference in the incidence of hypo- 
thyroidism following thyroidectomy for toxic and for nontoxic 
disease of the thyroid gland: 19 cases of hypothyroidism fol- 
lowed subtotal thyroidectomy dene for toxic goiter, and 12 
followed operations for nontoxic diseases of the thyroid gland. 
In two patients hypothyroidism developed after acute thyroid- 
itis; one patient showed symptoms of hypothyroidism 15 years 
after successful treatment of Graves’ disease with iodine. In one 
patient with angina pectoris, hypothyroidism following the use 
of antithyroid drugs was intentional; in three other patients 
with Graves’ disease it was due to imperfect control of treat- 
ment. In five cases following irradiation of the neck, with x-rays 
directed at the thyroid gland, hypothyroidism was not un- 
expected; in a sixth case, hypothyroidism was a complication of 
irradiation of the whole neck. Hypothyroidism developed in 26 
patients after treatment with I'*' for carcinoma of the thyroid 
gland, heart disease, or thyrotoxicosis. The plasma cholesterol 
level was raised in all but 7 of the 65 patients with hypo- 
thyroidism in whom it was estimated. The hypothyroid patients 
were usually overweight, the average gain being about 6 lb. Of 
the 88 patients who were known not to have primary hypothy- 
roidism, the majority showed other endocrine deficiencies, but 
some had simple obesity or miscellaneous general disorders. 


Meticorten Treatment of Grave Bronchial Asthma. T. Kahrs. 
Tidsskr. norske legefor. 76:425-427 (June 15) 1956 (In Nor- 
wegian ) [Oslo, Norway]. 


A temporary effect only was obtained in six cases of grave 
bronchial asthma in patients aged from 13 to 75 treated with 
corticotropin infusions. Ambulant treatment partly with cortisone 
tablets and partly with intramuscular injections of slow-acting 
corticotropin two or three times a week did not prevent recur- 
rence. Application of ambulant Meticorten treatment resulted in 
rapid improvement. In the oldest patient, who had marked 
emphysema, a short relapse occurred after four months of com- 
plete freedom from symptoms. The other patients have been 
completely free from symptoms for from 12 to 26 weeks. At the 
start the Meticorten dosage was 15 mg. daily for adults, 10 mg. 
daily for the 13-year-old. After about a week’s treatment the 
dose could be reduced to 7.5 to 10 mg. for adults. No serious 
side-effects were seen. In all cases the general condition im- 
proved rapidly. Meticorten is regarded as the best means avail- 
able today for the treatment of grave cases of bronchial asthma, 
and is especially well adapted for ambulant use in maintenance 
treatment for prophylaxis against status asthmaticus. 


Diffuse Interstitial Pulmonary Fibrosis of Hamman and Rich: 
Report of Case. R. L. Guillaudeu and P. Jaquet. M. Ann. District 
of Columbia. 25:432-436 (July) 1956 [Washington, D. C.]. 


The authors add a new case to the 27 cases that have been 
reported in the world literature since Hamman and Rich first 
described diffuse interstitial pulmonary fibros.s in 1935. The 
case was that of a 61-year-old Negress who was hospitalized in 
November, 1954, because of severe shortness of breath. About 
20 months before admission she had begun to have progressive 
shortness of breath, cough, and loss of weight. Sputum exam- 
ination did not reveal acid-fast bacilli. Fourteen months before 
admission an exploratory thoracotomy had been performed. The 
pathologist interpreted the microscopic appearance of the lung 
tissue as chronic unresolved pneumonia. The attending physi- 
cian, thinking that sarcoidosis was more likely, instituted treat- 
ment with 20 mg. of hydrocortisone twice a day, in addition to 
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aspirin and Demerol for relief of her distressing dyspnea. On 
this regimen she was able to return home. One month prior to 
the present admission she noted more rapidly increasing short- 
ness of breath. Another physician noted distended neck veins, 
cardiomegaly, and pitting edema of the lower extremities. The 
dyspnea improved greatly with the use of mercurial diuretics 
and digitalis, although it still confined the patient to bed. 

On admission to the District of Columbia General Hospital 
the patient complained of shortness of breath and pain in the 
right forearm and breast. Fluoroscopy reveated fair motion of 
the diaphragm. A mottled increase in density was seen through- 
out both lungs. This density tended toward confluence in the 
right lower lung field. Enlargement of the heart, mostly the left 
ventricle, was also seen. Seven blood cultures remained sterile. 
Sputum and gastric washings revealed no acid-fast bacilli. After 
an initial improvement resulting from diuresis, it became appar- 
ent that the patient was slowly losing ground. The slightest 
effort provoked extreme tachypnea. Fever persisted the first 
week in the hospital and reappeared with the onset of gastro- 
intestinal bleeding. After a blood transfusion she admitted 
having a mild midepigastric pain intermittently over the pre- 
ceding month. She described the pain as burning or gnawing 
and stated that it was sometimes relieved by food. She was 
placed on a modified ulcer regimen. Her death occurred 28 
days after admission to the hospital. A review of the slides of 
lung tissue that had been obtained at biopsy in September, 
1953, revealed changes typical of diffuse interstitial pulmonary 
fibrosis as described by Hamman and Rich. 

This patient’s illness was characterized by a slow, relentless 
loss of pulmonary function. The duration of symptoms was 
about 20 months. This is a longer duration of symptoms than 
that in the cases reported by Hamman and Rich. However, 
recent articles have also reported longer duration, and treat- 
ment with hydrocortisone may have prolonged the course of the 
disease. Cyanosis was not clinically evident, probably because 
it is difficult to evaluate clinically in the presence of anemia and 
particularly in Negroes. The gastrointestinal bleeding is inter- 
esting, since a duodenal ulcer was reported in other patients 
with this form of interstitial pulmonary fibrosis. The cause of 
diffuse interstitial pulmonary fibrosis as described by Hamman 
and Rich remains unknown. Several authors have speculated as 
to a virus etiology or some relation to the collagen diseases. 
That an altered state of tissue reactivity is present seems to be 
a reasonable assumption. 


The Chemotherapy of Peripheral Tuberculous Lymphadenitis. 
O. H. Friedman and I. J. Selikoff. J. Mt. Sinai Hosp. 23:529-536 
(July-Aug.) 1956 [New York]. 


Friedman and Selikoff present observations on 44 patients 
with peripheral tuberculous lymphadenitis who were treated 
during the past four years at the Mount Sinai Hospital in New 
York, N. Y. The generalized nature of tuberculous lymphade- 
nitis must be appreciated, whether the local lesion is the result 
of a primary tuberculous infection or of a lymphohematogenous 
postprimary dissemination. Recent studies indicate that in the 
former case disseminated organ tuberculosis (pulmonary, menin- 
geal, pleural, osseous) not infrequently follows the appearance 
of primary infection with local lymphadenitis. When peripheral 
tuberculous lymphadenitis is part of a postprimary lymphohem- 
atogenous dissemination, evidence of disseminated tuberculo- 
sis is often found in other organs. In view of this generalized 
nature, chemotherapy is necessary for every patient with active 
tuberculous peripheral lymphadenitis. Local therapy, such as ex- 
cision, radiotherapy, and antimicrobial injections, may be useful 
as accessory treatment for the local lesion. Isoniazid alone or in 
combination with other antituberculous drugs is the treatment 
of choice. Data are still inadequate for the selection of an opti- 
mum regimen, but any chemotherapeutic regimen containing 
isoniazid will yield a high percentage of satisfactory results. 

Chemotherapy must be prolonged; a minimum of one year is 
required. Short-term chemotherapy carries a risk of inadequate 
response and/or recurrence of disease. If there is a recurrence, 
it is usually in the same area as the original lesion. Response 
to chemotherapy is noted soon after its institution. Should no 
effect on the local lesions be noted in four months, the diagno- 
sis of peripheral tuberculous lymphadenitis should be reviewed. 


J.A.M.A., October 27, 1956 


Maximum response, however, requires a much longer period, 
and chemotherapy should be continued until it has been ob- 
tained and has remained stable for at least four months. Since 
peripheral tuberculous lymphadenitis is a chronic and relapsing 
disease, the patient must be kept under observation for a long 
time even after chemotherapy has been discontinued. 


Treatment of Human Tuberculosis with Cycloserine. A. Ravina 
and M. Pestel. Presse méd. 64:1241-1245 (July 4) 1956 (In 
French) [Paris, France]. 


The authors report results of clinical experiments on 80 tuber- 
culous patients treated with Cycloserine for 10 months. They 
recorded from 60 to 75% unquestionable improvement in sub- 
jects who were affected by chronic ulcerative cavitary processes 
and who were no longer responsive to other antibiotics. They 
also observed some rapid regressions in the cases of recent 
ulcerating, infiltrating processes. The daily dosage of Cyclo- 
serine was 2 capsules of 250 mg. initially, with gradual increase 
up to 5 capsules. The mechanism of action of the drug seems 
to differ from that of isoniazid and streptomycin. Cycloserine is 
slow to produce results at first but has a prolonged effect apt to 
continue for months. So far there is no clinical or experimental 
evidence of any eventual resistance of the bacillus to this medic- 
ament. A combination of Cycloserine and isoniazid proved re- 
markably effective in a large number of cases. It allowed the 
dosage of Cycloserine to be lowered and made it better toler- 
ated. There were 12 instances of side-effects, chiefly of psycho- 
motor type. Five of these were epileptic in nature. The authors 
emphasize the importance of a careful preliminary examination 
of the patients with a view to eliminating persons with psy- 
chotic symptoms and those with a history of epilepsy. They used 
encephalograms systematically after starting the treatment and 
in addition had the patients examined clinically to detect signs 
that would indicate that the treatment should be discontinued 
at least temporarily (irritability, change in humor, paradoxical 
asthenia, somnolence). Since Cycloserine is less manageable 
than isoniazid, its administration requires close supervision dur- 
ing the first weeks; consequently, its use should be carried out 
in medical establishments. Cycloserine is an additive anti- 
tuberculous agent rather than a replacement for streptomycin, 
isoniazid, and p-aminosalicylic acid. 


Drug Therapy (Mecamylamine) of Hypertension: III. Results 
with Mecamylamine, a Completely Absorbed Ganglionic Block- 
ing Agent. J. H. Moyer, R. Ford, E. Dennis and others. A. M. A. 
Arch. Int. Med. 98:187-210 (Aug. ) 1956 [Chicago]. 


Ganglionic blocking agents appear to be the most potent 
therapeutic agents for reducing the blood pressure in patients 
with severe hypertension. Recently another long-acting gangli- 
onic blocking agent has become available for clinical trial. This 
compound, mecamylamine, is a secondary amine (rather than a 
quaternary compound) which is completely absorbed from the 
gastrointestinal tract. The authors describe observations on 104 
patients from the hypertension clinics of several hospitals. The 
majority of these patients were treated entirely on an out- 
patient basis, but in a few patients with severe disease, such as 
hypertension associated with encephalopathy and~¢afdiac fail- 
ure, it was necessary to initiate therapy in the hospital. Twenty- 
four patients received mecamylamine alone, and 80 patients 
received mecamylamine and Rauwolfia together. The patients 
who received mecamylamine and Rauwolfia in combination re- 
sponded more satisfactorily as a group when compared with the 
patients who received mecamylamine alone. Although mecamy]- 
amine appears to be an effective drug for reducing the blood 
pressure in patients with severe hypertension, certain problems 
arise in the management of these patients. It is particularly diffi- 
cult to adjust the dose exactly so that the blood-pressure re- 
mains stable throughout a 24-hour period. While some patients 
obtained an adequate response On a dose of 2.5 mg. of mecamyl- 
amine given twice a day, some patients required as much as 160 
mg. per day. The use of an average dose is impossible and will 
lead to an intolerable incidence of complications. Some patients 
showed a very marked reduction in blood pressure in the up- 
right position, with considerably less response in the supine 
position, The authors found it impossible to overcome this prob- 
lem. Some patients displayed a marked early morning reactivity 
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due to mecamylamine. In these patients it became necessary to 
reduce the night-time dose or, in many instances, discontinue 
it completely. Also, these patients required a relatively small 
preakfast dose. 

The dosage of mecamylamine when given in combination 
with Rauwolfia is frequently less than when mecamylamine is 
used alone, and, as a consequence, there is less blockade of the 
parasympathetic nervous system. This reduces the severity of 
the side-effects resulting from blockade of this system, i. e., 
constipation, dry mouth, and blurred vision. Constipation is 
one of the most constant side-effects of mecamylamine therapy. 
If this problem is not combated vigorously, it may lead to fecal 
impaction and subsequently to ileus. If the constipation has 
progressed to ileus before adequate therapy is instituted, then 
the mecamylamine should be discontinued and 1 mg. of neostig- 
mine should be given parenterally every hour until relief is ob- 
tained. If the condition is severe, standard methods for treating 
ileus should be employed. The possibility of aggravating a pre- 
existing renal failure presents another problem. If the blood 
urea nitrogen level is above 80 to 100 mg. per 100 cc. of blood 
prior to therapy, reducing the blood pressure significantly usual- 
ly aggravates the renal failure. If, however, the blood urea nitro- 
gen level is only moderately elevated (40 to 60 mg. per 100 cc.), 
then judicious lowering of the blood pressure with a ganglionic 
blocking agent such as mecamylamine can be undertaken. In 
treating the patient who is considered a hypersensitive emer- 
gency, particularly if he is bedfast, it is usually better to ad- 
minister reserpine parenterally as the initial procedure (rather 
than a ganglionic blocking agent). 


The Role of Sulphonylurea Derivatives in the Management of 
Diabetes Mellitus: A Preliminary Report. E. Downie, J. Born- 
stein, B. Hudson and K. Taylor. M. J. Australia. 1:1072-1078 
(June 30) 1956 [Sydney, Australia]. 


The mode of action of the sulfonylurea compounds upon the 
disturbed metabolic processes of diabetes mellitus is unknown. 
Although they seem to have the effect of lowering the level of 
blood sugar and of reducing the excretion of glucose by the 
kidneys in some patients, it cannot be assumed that these re- 
sults are achieved by an action similar to that of insulin; in 
fact, they cannot be regarded as insulin substitutes. Janbon and 
his associates reported that p-amino-benzene-sulphonamido- 
isopropyl-thiadiazole reduced the blood sugar content of animals 
to hypoglycemic levels. Another sulfonamide derivative, 1-butyl- 
3-p-amino-benzene-sulfonylurea (BZ-55 or Carbutamide), and 
1-butyl-3-p-toluene-sulfonylurea (Orinase) have also been shown 
to possess hypoglycemic activity. Carbutamide lowers the level 
of blood sugar, reduces glycosuria, and in some cases may re- 


_ place insulin therapy. Success has been reported in clinical trials 


of the drug. It seems that the middle-aged obese patient re- 
sponds satisfactorily to its use, but the young patient and the 
“brittle” one are uninfluenced, even by large doses. Experi- 
ments in animals have failed to show any serious side-effects 
from the administration of these drugs, even in high doses over 
long periods of time. In rare instances human patients have 
developed leukopenia, which has disappeared with a reduction 
in dosage of the drug. The failure of some patients whose 


plasma contains appreciable amounts of insulin to respond 


favorably to treatment with sulfonylurea compounds suggest 
that these drugs do not act by facilitating insulin action. It 
seems unlikely that they improve the condition of insulin-re- 
sistant patients who have demonstrable insulin in their plasma. 
At the present time there is potential danger in the indis- 
criminate use of these compounds, and further experience is 
necessary before their place in the treatment of diabetes mellitus 
can be determined. 


Eosinophilic Leukemia. G. Cave Bondi and A. Lenzini. Sett. 
Med. 44:294-303 (June 15) 1956 (In Italian) [Florence, Italy]. 


The authors report the case of a 21-year-old patient with 
eosinophilic leukemic myelosis. The history of the patient 
showed no previous disease. The general condition of the 
patient was good when he underwent a medical checkup be- 
cause of a feeling of heaviness in the left hypochondrium. A 
marked splenomegaly was found. All tests gave normal results 
except the hemocytometric test, which showed an increase of 
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white corpuscles. Splenectomy was performed. The operation 
showed that there was no echinococcosis of the spleen. No im- 
provement followed the operation. Two weeks after the inter- 
vention the white blood cell count reached 88,000. At the same 
time immature forms appeared in the circulation and the myelo- 
gram showed eosinophilic metaplasia in the bone marrow. Two 
months later the patient suifered a severe exacerbation of the 
leukemia with deep oropharyngeal ulcerations. Various thera- 
peutic measures had little or no effect on the course of the 
disease. Ethylurethane given in doses of 3 gm. per day for three 
weeks had no effect. Cortisone and ACTH had no effect. A 
slight improvement followed treatment with Cloronaftina, a 
proprietary preparation of bis (2-chloroethyl) naphthamine. 


The Incidence of Blood Group A in Pernicious Anemia. W. P. 
Creger and A. T. Sortor. A. M. A. Arch. Int. Med. 98:136-141 
(Aug.) 1956 [Chicago]. 


Since the incidence of blood group A is significantly higher 
in patients with cancer of the stomach than in the general pop- 
ulation, and since cancer of the stomach is three or four times 
as common in pernicious anemia as in the population at large, 
the incidence of blood group A in pernicious anemia seemed of 
some interest. Patient records that had been filed under the 
heading “pernicious anemia” at the Stanford University Hos- 
pitals (1937-1955), the University of California Hospital ( 1934- 
1955), and the San Francisco Hospital (1942-1954) were ex- 
amined. Of 524 records that had been filed under the heading 
“pernicious anemia” at the three institutions, 115 contained a 
blood group determination and also satisfied the diagnostic 
criteria sufficiently to be regarded as representing cases of 
pernicious anemia. The blood group distribution of 20,070 
donors provided control values. The percentage of persons who 
were group A was 35% higher in the cases of pernicious anemia 
than in the normal blood donors. The significance of the ob- 
served higher incidence of blood group. A: in pernicious anemia 
is shown not to be identical’with that of the characteristic hair 
and eye color and ethnic origin of persons with this disorder. 
The increased incidence of blood group A in pernicious anemia 
as demonstrated in this report, and the previously reported in- 
creased incidence of the same blood group in gastric cancer, is 
interpreted as suggesting that both gastric cancer and _ perni- 
cious anemia may be related to the occurrence of blood group 
A rather than being directly related to each other. 


Paroxysmal Nocturnal Hemoglobinuria: Case Study, Including 
Evidence of Affection of the Marrow in the Disease. A. M. 
Nussey and D. W. Dawson. Blood 11:757-763 (Aug.) 1956 
[New York]. 


A case of fatal paroxysmal nocturnal hemoglobinuria in a 65- 
year-old woman is described. The patient had bouts of abdom- 
inal pain coinciding with the frequent passage of dark urine. 
These bouts lasted for periods of up to two weeks at a time, 
with intervals of days or weeks between. Her condition was 
recognized when, after passing more than usually blood- 
stained urine, she looked very pale and showed a hemoglobin 
level of 5.2 gm. per 100 cc. The tip of the spleen could just be 
felt, but etherwise there-was no noteworthy abnormality. Pro- 
longed observation of the patient's urine confirmed the intensi- 
fication of hemoglobinuria after a night’s sleep and an unpre- 
dictable variation in its incidence from one week to another. 
The patient received cortisone for two and a half months, and 
this may have slowed down very slightly the drop in the 
patient’s hemoglobin. The only treatment of proved value is 
blood transfusion, and the patient received 34 pt. of blood over 
a period of five years. If she went without transfusion for any 
length of time, her hemoglobin tended to find a level of about 
5 gm. per 100 cc. and to stay at that point no matter how long 
the interval. This may mean either that the patient's marrow 
could keep production up to this level or that a proportion of 
her morphological blood elements were resistant to the hemo- 
lytic system. 

Van den Bergh’s finding that hemolysis in paroxysmal noc- 
turnal hemoglobinuria is enhanced by increased acidity was 
confirmed, since all the morphological blood elements of the 
patient became lysed when suspended in acidified serum. There 
were no obvious incidents of thrombosis before the patient's 
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final illness. A sudden onset of generalized headache and vomit- 
ing, drowsiness, and photophobia suggested the occurrence of 
venous cerebral thrombosis, but the recovery of xanthochromic 
cerebrospinal fluid on lumbar puncture was thought to favor the 
occurrence of a subarachnoid hemorrhage, and anticoagulants 
were therefore withheld. After a short-lived improvement the 
patient sank into a coma and died. Autopsy showed an extensive 
cerebral venous thrombosis and an old thrombotic lesion in the 
spleen and another in one adrenal. The mode of her death ex- 
emplified clearly the peril in which such patients stand from 
their thrombotic tendency. The abundance of iron in the pa- 
tient’s kidneys was in accordance with the general findings in 
paroxysmal nocturnal hemoglobinuria. The hemosiderosis in the 
liver, spleen, and an abdominal lymph node was probably 
caused in her case by the numerous transfusions she had re- 
ceived. The marrow of the sternum was hypocellular, and 
that of the ribs was aplastic. It seems reasonable to assume 
that in paroxysmal nocturnal hemoglobinuria the state of the 
marrow reflects not only the level of anemia but also the local 
activity of the hemolytic system, a hypercellular marrow show- 
ing a better capacity for coping with the disease than a less 
cellular marrow. The concept that the marrow in this disease is 
exposed to the action of the hemolytic system would explain 
why it does not rise to such regenerative heights as in congen- 
ital spherocytosis. 


Newer Concepts of the Pathogenesis of Idiopathic Thrombo- 
cytopenic Purpura. C. V. Moore. Cincinnati J. Med. 37:295-299 
( Aug.) 1956 [Cincinnati]. 


The results of studies carried out in patients with idiopathic 
thrombocytopenic purpura at the Washington University School 
of Medicine in St. Louis suggest that idiopathic thrombocyto- 
penic purpura is a syndrome rather than a specific disease en- 
tity. In many patients, an immunologic mechanism seems to be 
of pathogenic importance, causing both accelerated destruction 
of platelets and damage to megakaryocytes. The thrombocyto- 
penic, immunologic factor appears to be a platelet agglutinin. In 
12 patients the antiplatelet factor was not demonstrated. It is 
suggested that in these patients a different mechanism was in- 
volved, and that inadequate production of platelets alone may 
be responsible for the thrombocytopenia. 

The spleen apparently participates in the removal of sensi- 
tized platelets from the circulation, and probably produces 
some of the platelet agglutinin. This concept is supported by the 
following observations. After the injection of human plasma 
known to contain a high titer of platelet agglutinins, given to 
both a normal and a splenectomized recipient, the platelet level 
was lowered in both. However, when plasma with a low titer 
of platelet agglutinins was injected into two similar recipients, 
the platelets decreased only in the normal person; no ‘owering 
of the count occurred in the splenectomized patient. Splerec- 
tomy was performed on 20 patients with platelet agglutinins in 
their plasma. Fourteen responded to the operation, and six did 
not. Failure of splenectomy to correct the thrombocytopenia 
may be caused by the persistence of a high titer of platelet 
agglutinins after the operation. Another possibility that may 
be considered is that the spleen is of lesser importance in the 
production of thrombocytopenia in those patients who do not 
have platelet antibodies. Neonatal thrombocytopenia may de- 
velop from placental transmission of autoagglutinins or iso- 
agglutinins. 


Hageman Factor (HF) Deficiency. B. Ramot, K. Singer, P. 
Heller and H. J. Zimmerman. Blood 11;745-752 (Aug.) 1956 
[New York]. 


Hageman factor deficiency was described for the first time in 
1955 as a familial characteristic associated with deficiency of a 
clot-promoting fraction of plasma to which the name of the first 
patient in whom the newly discovered disorder was recognized 
was applied as an eponym. Hageman factor deficiency is a syn- 
drome characterized by the complete absence of any hemor- 
rhagic tendency in the presence of laboratory findings that, as 
a rule, are associated with severe disturbances in the hemo- 
static mechanism. The authors describe an additional case of 
this syndrome in a 60-year-old man of Lithuanian descent. He 
came to the United States at an early age and did not know 
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anything about his parents or siblings. His two children and 
two grandchildren did not have any clotting abnormality. The 
patient was admitted to the Westside Veterans Administration 
Hospital in Chicago for the removal of large varicose veins. The 
results of all routine laboratory tests of his urine and blood 
were within normal limits except for a markedly prolonged clot- 
ting time of more than 60 minutes. The plasma prothrombin 
time was normal, but prothrombin consumption was decreased. 
The thromboplastin generation test according to Biggs and 
Douglas’ technique revealed that Hageman factor is essential 
for blood thromboplastin formation at least in vitro. This test 
and additional studies made it possible to differentiate the 
patient’s Hageman factor deficiency from similar “hemophilic 
syndromes” caused by lack of antihemophilic factor (AHF), or 
plasma thromboplastin component (PTC) or plasma thrombo- 
plastin antecedent (PTA). Transfusions of 50 cc. of 20-day-old 
blood rapidly restored the patient’s clotting and serum pro- 
thrombin times to normal; the thromboplastin generation also 
became rapidly normal. This corrective effect was maintained 
for about 36 hours. Extremely minute amounts of Hageman 
factor seem to be necessary to normalize thromboplastin forma- 
tion. The lack of spontaneous bleeding in fully developed Hage- 
man factor deficiency and in plasma-thromboplastin-antecedent 
deficiency also suggests that these two factors are not essential 
in the maintenance of the physiological “integrity” of the vascu- 
lar wall. Since any transfusion carries some risk, it is of prac- 
tical importance to emphasize the fact that preoperative prep- 
aration with transfusions can be omitted in patients with Hage- 
man factor deficiency. 


Systemic Lupus Erythematosus: Recent Advances in Its Diag- 
nosis and Treatment. E. L. Dubois. Ann. Int. Med. 45:163-184 
( Aug.) 1956 [Lancaster, Pa.]. 


One hundred forty-five female and 18 male patients between 
the ages of 1 and 69 years with systemic lupus erythematosus 
were treated at the Los Angeles County General Hospital be- 
tween 1948 and 1955. The apparently increasing incidence of 
this disease during the six-year period is a result of the more 
frequent use of the lupus erythematosus (L.E.) cell test and of 
a more inclusive concept of systemic lupus erythematosus, 
which is a chronic disease resembling rheumatoid arthritis. Part 
of the rising incidence may also be due to the perfecting of more 
sensitive techniques of L.E. cell detection. 

Simultaneous L.E. cell studies were performed on 44 patients 
with systemic lupus erythematosus by four different methods, 
the use of two concentrations of heparin as an anticoagulant, a 
clotted method, and the recent Snapper ring technique. In 10 
patients the clotted method was the only test that yielded posi- 
tive results; in 4 patients the ring technique was the only one 
that gave positive results, and in two patients the heparinized 
specimen was the only positive one. With increasing amounts of 
heparin fewer L.E. cells were found. It is advisable that at least 
three different types of L.E. cell tests be performed to screen a 
suspected case adequately. Despite these refinements, L.E. cells 
may not be found in all patients with systemic lupus erythema- 
tosus. 

The study of the histories of the 163 patients gave the best 
concept of the course of the illness. Sixty-three patients (38.7%) 
had spontaneous remissions before any special therapy was in- 
stituted. Ten patients (6.1%) had at least two remissions, and 
26 (16%) had multiple remissions. This makes evaluation of 
therapy difficult, especially as none of the therapeutic agents 
used is specific and some may be hazardous. Bed rest alone is 
helpful in controlling symptoms in the active stages of the dis- 
ease, but if a remission does not ensue after several weeks of rest 
more vigorous therapy should be instituted. If salicylates and rest 
fail, or if cutaneous lesions are present, then antimalarial drugs 
should be given. Quinacrine (Atabrine) hydrochloride, chloro- 
quine phosphate, or amodiaquin hydrochloride were given to 
134 patients with milder cases of the disease. The effect of these 
drugs on the cutaneous lesions was almost specific. The arthritis 
was also greatly benefited. Eighty per cent of the patients were 
benefited by antimalarial agents alone. One hundred seven (90%) 
of 132 acutely ill patients who were given a first course of steroid 
therapy were benefited. Daily doses of 300 mg. of cortisone, 240 
mg. of Hydrocortone, or 40 mg. of prednisone or prednisolone 
were usually given before the illness was brought under control. 
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Steroid therapy is still the mainstay of treatment in the acutely 
ill patient, but its synergistic use with antimalarial drugs may 
often reduce the steroid dose and may occasionally permit dis- 
continuation of steroid therapy. Nitrogen mustards were given to 
33 patients who received 48 courses of methyl-bis (beta-chloro- 
ethyl) amine hydrochloride by intravenous route and 11 courses 
of triethylene melamine orally. The latter drug was discarded 
because of its toxicity. The most pronounced effects of nitrogen 
mustard therapy occurred in the edematous nephrotic patients 
with systemic lupus erythematosus in whom a marked diuresis 
developed within from a few days to two weeks after receiving 
the drug. Patients with active systemic lupus erythematosus 
without renal damage were not benefited by this treatment. 
These methods of treatment prolonged the lives of the patients. 
The median duration of life of 59 untreated or inadequately 
treated patients with systemic lupus erythematosus was 24 
months. Only 33 of the 138 adequately treated patients with a 
duration of 24 months or longer of their disease, i. e., less than 
10%, have died; this difference is significant. 


Survival in Untreated and Treated Cancer. M. B. Shimkin, 
M. H. Griswold and S. J. Cutler. Ann. Int. Med. 45:255-267 
(Aug.) 1956 [Lancaster, Pa.]. 


The cancer record register of the State of Connecticut, which 
has been in operation since 1935, most closely answers the re- 
quirements for a source of data from which estimates of survival 
with cancer among the general population can be derived. Be- 
tween 1935 and 1951, 75,494 cases of cancer were diagnosed 
among the inhabitants of Connecticut, of whom there were two 
million in 1950. The five-year survival of male patients increased 
gradually from 12% between 1935 and 1940 to 20% between 
1947 and 1951. For female patients the comparable increase was 
from 19% to 32%. This improvement in the survival rate did not 
result from earlier diagnosis of the cases, since there was no con- 
sistent or significant change in the distribution of localized and 
disseminated cases during the entire period of study. The im- 
provement in the survival rate of patients with cancer occurred 
in those in whom the diagnosis was made when the cancer was 
clinically localized and when it involved regional areas, but not 
when it was disseminated. The most marked improvement in the 
survival rate has been recorded for cancer of the colon and 
rectum in patients of both sexes and of the uterine cervix in 
women. These data were compared with those of anticipated 
survival in patients with untreated neoplastic disease. The im- 
provement in the survival rate seems to be the result of increas- 
ingly better treatment of an increasingly greater proportion of 
the patients. A new era of detection and treatment of cancer is 
being entered upon as a result of studies on in situ and occult 
cancers among the general population. 


Salt-Losing Nephritis: Review and Report of a Case. A. H. Levere 
and L. G. Wesson Jr. New England J. Med. 255:373-376 (Aug. 
23) 1956 [Boston]. 


The history of salt-losing nephritis is briefly presented and an 
additional case is described. The patient was a 29-year-old man 
who complained of weakness, nausea, and vomiting. Five weeks 
before his admission he began to experience aching and cramps 
in his limbs, accompanied or soon followed by nausea and vomit- 
ing without hematemesis and usually while he was riding in 
vehicles. He also noticed weakness, fatigue, exertional dyspnea, 
increasing thirst and polyuria, and a loss of 2.3 kg. (5 lb.) in 
weight. His condition deteriorated rapidly, although therapy for 
chronic renal disease was instituted. An electrocardiogram re- 
vealed prominent peaked T waves. The plasma potassium level 
at this time was 7.6 mEq. per liter. He became lethargic, had 
marked nausea, and vomited. He appeared better after an infu- 
sion of isotonic sodium chloride solution given in an attempt to 
correct suspected dehydration. Because of this, and the evidence 
of increased urinary excretion of sodium concomitant with a 
high degree of renal insufficiency, it was suspected that he had 
a salt-losing type of renal dysfunction. After he was treated for 
this condition he improved, and he was discharged after 68 days 
in the hospital. 

After discharge he adhered to a low-protein diet with from 
6 to 10 gm. of supplementary salt and 3 gm. of calcium lactate 
daily, returning regularly to the outpatient clinic for follow-up 
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examination. Except for occasional calf and thigh cramps, he is 
relatively asymptomatic. Two needle biopsies were performed on 
the right kidney; the first revealed infiltration of the interstitial 
tissue by chronic inflammatory cells. The tubules showed exten- 
sive degeneration. Some of the six glomeruli observed showed 
irregular thickening of the basement membranes of the tufts and 
more marked thickening of the basement membrane of Bowman's 
capsule. The second biopsy revealed changes similar to those 
noted in the first specimen. Thickening of the basement mem- 


‘ branes was present, supporting glomerulonephritis as the most 


probable pathological diagnosis. The degree of membrane 
thickening, however, is too mild to permit this diagnosis to be 
established beyond doubt. 

Hyponatremia in the presence of a urine rich in sodium chlo- 
ride is recognized also in Addison's disease. Salt-losing nephritis 
has many features in common with Addison's disease. It differs 
principally in that the defect in tubular sodium chloride reab- 
sorption is organic, a consequence of renal disease, and hence 
irreversible by steroid administration. Hyponatremia with exces- 
sive renal salt loss has been recognized in certain patients with 
pneumonia, congestive heart failure, peritonitis, tuberculous 
meningitis, and particularly pulmonary tuberculosis. The in- 
ability of the kidneys to conserve salt efficiently is usual in 
chronic renal disease, although the loss of amounts sufficient to 
cause symptoms that dominate the clinical picture and simulate 
adrenocortical insufficiency is rare. It is not unusual, however, 
to observe that patients with chronic nephritis who have been 
placed on a low-salt diet to control edema formation may become 
somewhat dehydrated and then show a striking improvement 
when 1 to 5 gm. of salt is restored to the diet. It is likely, never- 
theless, that salt-losing nephritis is a particular variant of chronic 
Bright’s disease that differs from the more usual forms in more 
respects than a simple quantitative increase in the amount of 
salt lost in the urine. Therefore, the authors propose certain 
minimum criteria that should be met for the diagnosis of salt- 
losing nephritis as distinct from other salt-losing states: signs 
and symptoms consistent with dehydration are present on a 
normal salt intake (5 to 8 gm. per day) and can be relieved by 
an intake of 10 to 20 gm. of salt per day; the clinical state can- 
not be relieved by desoxycorticosterone acetate or, alternatively, 
steroids are present in the urine in normal amounts; and evidence 
of renal disease is present (low specific gravity, polyuria, elevated 
plasma urea and creatinine and anemia) and persists on high- 
salt intake. The salient clinical, laboratory, and pathological find- 
ings in cases reported in the literature are reviewed according 
to the proposed criteria. The authors are of the opinion that 
salt-losing nephritis is probably a variant of chronic glomerulone- 
phritis or pyelonephritis in which deterioration of tubular func- 
tion for the reabsorption of sodium chloride has proceeded more 
rapidly than deterioration of glomerular function. The prostra- 
tion of the patients and its relief by salt are so dramatic, however, 
that the term deserves retention as designating a separate clinical 
entity. 


Necrotizing Renal Papillitis: Twenty Cases from Medical De- 
partment: Is Incidence of the Disease Increasing? G. T. Pedersen 
and M. Schwartz. Ugesk. lager 118:829-834 (July 19) 1956 
(In Danish ) [Copenhagen, Denmark]. 


In 1953 one case of necrotizing renal papillitis was seen in 
medical department B of Bispebjerg Hospital; in 1954 there 
were seven cases; in 1955, 12 cases. The disease had not been 
encountered the two preceding years. In all but one case the 
diagnosis was verified at autopsy. The clinical picture did not 
differ from that observed earlier but was unilateral and marked 
by progressive uremia. Only three of the patients had diabetes. 
The causes of the increase are not known. 


Necrotizing Renal Papillitis with Partial Reduction of Renal 
Function. F. Quaade. Ugesk. lager 118:845-846 (July 19) 1956 
(In Danish ) [Copenhagen, Denmark]. 


A man aged 43 with post-traumatic stricture of the urethra 
and history of recurrent urinary infection for 13 years developed 
marked thirst and polyuria. Diabetes insipidus and psychogenic 
polydipsia were excluded. Necrotic papillae were excreted in 
the urine. Pyelography with sodium acetizoate confirmed the 
diagnosis of necrotizing renal papillitis. Examination of the 
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renal function showed a discrepancy between almost normal 
glomerular filtration and severely damaged tubular resorption. 
The case is regarded as an extreme example of the type of renal 
impairment met with in other conditions in which the pathologi- 
cal lesion wholly or mainly involves the distal part of the nephron. 


Necrotizing Renal Papillitis: Case Followed More Than Six Years 
with Histological Verification by Voided Papillae. G. T. Peder- 
sen, Ugesk. leger 118:846-847 (July 19) 1956 (In Danish) 
[Copenhagen, Denmark]. 


The author reports a case of papillary necrosis in a woman 
aged 53 who did not have diabetes mellitus and who at the start 
of the disease did not present signs of obstruction in the urinary 
tract. During six years’ observation renal papillae were voided 
regularly. Treatment has been purely symptomatic and the pa- 
tient has remained able to work in spite of gradually reduced 
renal function. 


SURGERY 


Surgical Treatment of Children with Coarctation of the Aorta. 
A. L. d’Abreu and C. Parsons. Brit. M. J. 2:390-393 (Aug. 18) 
1956 [London, England]. 


During a period of five years at the Children’s Hospital, 
Birmingham, 30 infants died from coarctation of the aorta 
within six months of birth. During the rest of the first decade a 
child with coarctation appears to be comparatively safe, but the 
hazard to life increases again at puberty, and the chances of 
reaching the age of 40 are poor. Operation has proved easier 
and safer in children than in adult subjects, and has usually 
been followed by a fall of blood pressure that has been progres- 
sive for a period of several weeks. Stricture formation iaay fol- 
low operative treatment. Subclavian aortic anastomosis, which 
should be regarded only as a substitute for the better end-to- 
end anastomosis, had to be used in two patients in whom this 
occurred. In the first case, after a long and difficult dissection 
and end-to-end anastomosis, the lower aortic segment developed 
a linear tear an inch in length. This was repaired, but further 
severe bleeding from the anastomosis required a rapid suture 
of both ends. The boy’s condition became critical, and the oper- 
ation was abandoned. Three weeks after this disaster his blood 
pressure was 240/170 mm. Hg and he complained of in- 
tractable headache; the chest was reopened and a large sub- 
clavian artery was divided, turned down, and anastomosed end- 
to-end to the lower aortic segment. Recovery was rapid, and 
five years later he was well, with a normal blood pressure. In 
the second case the stenosed area reached so high up to the 
arch that only an aortic graft or a subclavian aortic anastomosis 
would have been possible. Grafts were not available at that 
time, and the subclavian artery was therefore used; the result 
has been perfect. 


Coarctation of the Aorta. W. P. Cleland, T. B. Counhan, J. F. 
Goodwin, R. E. Steiner. Brit. M. J. 2:379-390 (Aug. 18) 1956 
[London, England]. 


The authors surveyed 52 patients (34 males, 18 females) 
with coarctation of the aorta treated by them. The patients’ ages 
ranged from one to 55 years. Forty patients, no fewer than 25 
of whom were 15 years of age or older, had resections. Of the 
12 patients who did not undergo surgical treatment, 6 were 
over 40 when last seen, but 3 of these have since died, the old- 
est at the age of 55. Only nine patients presented themselves 
with symptoms referable to the coarctation; in all the other 
patients coarctation was found during examinations carried out 
for other reasons. In all 40 patients subjected to operation the 
aim was to perform an end-to-end anastomosis to achieve a full 
aortic lumen at the site of the union. In all cases the coarctation 
was of the “adult” type. The immediate postoperative course 
was uneventful in most cases. One patient died six hours after 
operation from rupture of a suture. Postoperative hemorrhage 
of severe degree occurred in two cases, but it stopped spon- 
taneously after transfusion. The operation was fatal in three 
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cases. The results have been satisfactory. The brachial blood 
pressure was lowered toward normal. Postoperative cerebro- 
vascular accidents, bacterial infection, aortic aneurysm, and 
heart failure neither occurred nor recurred. 

The pros and cons of operation may be summarized as fol- 
lows— In favor: (1) the improbability of surviving past middle 
age; (2) the insidious or sudden nature of serious or fatal com- 
plications, such as aneurysm, endoaortitis, and cerebrovascular 
accident; (3) the reduction of blood pressure after operation; 
and (4) the low operative mortality. Against: (1) the difficulty 
of judging the risks to life in any individual patient; (2) the 
uncertainty that resection will prevent the onset of serious com- 
plications; and (3) the reluctance to subject a symptomless in- 
dividual to a major operation of a prophylactic nature. Serious 
consideration of this difficult problem has led the authors to 
believe that the pros outweigh the cons. Consequently they 
recommend resection in all patients under the age of 40 unless 
it is contraindicated by the presence of severe associated cardio- 
vascular anomalies unlikely to be affected by the resection. The 
ideal time for operation is before adolescence, because then the 
vessels are healthier and local vascular complications are less 
common. In addition, the likelihood of obtaining normal post- 
operative blood pressures is probably greater in the younger 
individual. Thoracotomy is tolerated better by the young, and 
anxiety states are unusual at this age. A relatively serious oper- 
ation of election should be carried out before the individual has 
acquired responsibilities and dependents. 


Carcinoma of Esophagus: Thirty-Three Cases. J]. Costas Du- 
rieux. Bol. Asoc. méd. Puerto Rico 48:207-212 (May) 1956 (In 
Spanish) [Santurce, Puerto Rico]. 


Thirty-three hospitalized patients of both sexes with cancer 
of the esophagus are reported on. Most of the patients were 
between the ages of 50 and 70 years. The predominant symp- 
toms were acute dysphagia and rapidly progressive loss of 
weight. In the majority of the cases the cancer was located in the 
middle fourth of the esophagus. The diagnosis was made radio- 
logically and by esophagoscopy. Eleven patients were in an in- 
operable stage because of old age and cachexia. Of the 22 pa- 
tients who were in an operable stage, only 11 were able to 
undergo resection. The lesion was located in the upper fourth of 
the esophagus in one patient, in the lower fourth in six, and in 
the middle fourth in four cases. Restoration of continuity of the 
alimentary tract was accomplished by esophagogastrostomy or 
by the use of a plastic tube. In the group of 11 patients who 
underwent resection there were four postoperative deaths, due 
to the following complications: coronary thrombosis, cerebral 
hemorrhage, renal insufficiency, and adrenocortical insufficiency. 
Rupture of the anastomosis occurred in no case. Two patients 
had a complicating fistula that healed spontaneously. One of 
these patients had a plastic tube for restoration of continuity of 
the alimentary tract. The author concludes that resection of the 
segment of esophageal cancer and restoration of continuity of 
the alimentary tract, either by esophagogastrostomy or with the 


utilization of a plastic tube, give satisfactory results in cases , 


of resectable cancer of the esophagus. Resectability of cancer 
of the esophagus is inversely proportional to the height of the 
segment in which the lesion is located. 


Early Clinical Results of Extended Radical Operation for Car- 
cinoma of the Breast: Report on 100 Cases. W. Lentz. Beitr. 
klin. Chir. 193:64-68 (No. 1) 1956 (In German) [Munich, 
Germany]. 


A report is presented on the first 100 patients with carcinoma 
of the breast who underwent extended radical operation at the 
surgical clinic of the University of Kiel. The term “extended 
radical operation” is proposed for the operation, which combines 
Halstedt’s classic radical operation with the resection of the 
internal mammary lymph node chain (parasternal lymph node 
chain ). In the first operations the second or third costal cartilage 
was removed only occasionally, while in the operations that were 
performed later, the second and the third, or the second, third, 
and fourth costal cartilages were removed, always close to the 
sternum, about 1.5 to 2 cm. lateral to it, so that the mammary 
vessels with the lymphatic chain and surrounding adipose tissue 
could be clearly seen and removed. The operation was per- 


Vol. 


form 
was 

pleu 
poste 
patie 
not 

radi¢ 
wou 
fluid 
tilag 
35th 
betv 
in th 
pne' 
like] 


inci 


deci 
exte 
Car 
Noe 
193 
4 
the 
stag 
tior 
41 
41 
mel 
ope 
21 
al 
‘ ma 
tun 
in 
niz 
eXxé 
sm 
ste 
am 
ve 
lyr 
pa 
the 
ob 
ste 
30 
ste 
co 
Su 
ic 
ar 
th 
ro 
th 
al: 
T 
la 
D 
ce 
ra 
of 
Ci 
ci 
: 
e 


Vol. 162, No. 9 


formed with the patient under intratracheal anesthesia. Thus it 
was possible to avoid a postoperative pneumothorax when the 
pleura was incised, as happened in 17 patients. Although a 
postoperative pleural effusion was observed in 10 of the 17 
patients, and in an additional 9 patients, the pleural cavity did 
not become infected in any of them. In contrast to the plain 
radical operation, another typical complication of the extended 
radical operation consisted of secondary healing of the operative 
wound in 25 patients, in most of whom an accumulation of 
fluid had occurred in the area of resection of the costal car- 
tilages. Four of the 100 patients died on the 6th, 15th, 21st, and 
35th postoperative days respectively. These four patients were 
between the ages of 68 and 75; death resulted from embolism 
in two, from cardiac decompensation in one; and from a tension 
pneumothorax in one. The death of the last patient was most 
likely the result of the extended operation. The increased 
incidence of complications should be kept in mind when a 
decision must be made concerning the performance of an 
extended radical operation in a poor-risk patient. 


Carcinoma of the Breast Metastasizing in the Mammary Lymph 
Node Chain: Report on 100 Cases. R. Graf. Beitr. klin. Chir. 
193:90-97 (No. 1) 1956 (In German) [Munich, Germany]. 


Forty-one of the first 100 patients with carcinoma of the 
mammary gland who underwent extended radical operation at 
the surgical clinic of the University of Kiel, Germany, were in 
stage 1 and 59 were in stage 2 according to Steinthal’s classifica- 
tion. Patients in stage 3 were not subjected to this type of 
operation. Parasternal metastases were observed in 5 (12%) of the 
41 patients, and in 25 (42%) of the 59 patients. Twenty of the 
41 stage 1 tumors were medial or central and 21 were lateral; 
metastases in the intermammary lymph node chain had devel- 
oped from 4 of the 20 medial tumors and from only one of the 
21 lateral tumors. Twenty-two of 59 stage 2 tumors were medi- 
al or central and 37 were lateral; metastases in the intermam- 
mary lymph node chain had developed from 13 of the 22 
tumors, and from 12 of the 37 tumors. Frequently the metastases 
in the intermammary lymph node chain could not be recog- 
nized on macroscopic examination. It was only on microscopic 
examination that the following observations were made: Two 
small cancer nests were found in the marginal sinus of a para- 
sternal lymph node. Cancer cell emboli in smaller or larger 
amounts frequently caused complete obstruction of the lymph 
vessels. When this happened, the carcinoma perforated the 
lymph vessel wall and continued its infiltrating growth in the 
parasternal adipose tissue. Finally the carcinoma also invaded 
the intercostal muscles, and occasionally the pleura. These 
observations show that clean removal of the entire para- 
sternal tissue similar to that of the axillary tissue is required. 

Infusion of 10 cc. of India ink into the sternal marrow of 
30 cadavers and injections of 2 cc. of Trypan blue into the 
sternum of two dying patients revealed several lymphatic 
connections between the left and the right mammary glands. 
Such connections were observed between the superficial lymphat- 
ic network of the left and the right mammary glands in the 
areas of the cutis and the subcutis, and in addition between 
the right and the left intermammary lymph node chains ret- 
rosternally at the level of the second intercostal space, behind 
the manubrium in the area of the anterior mediastinum, and 
also intrasternally through the marrow cavity of the sternum. 


Erythromycin Treatment of Staphylococcus Enteritis. E. H. 
Thaysen, K. H. Eriksen, H. E. Knutsen and F. Neukirch. Ugesk. 
lager 118:741-746 (June 28) 1956 (In Danish) [Copenhagen, 
Denmark]. 


In five out of six grave or moderately grave cases of micro- 
coccic (staphylococcic) enteritis in which the tetracyclines 
were discontinued and erythromycin treatment instituted, 
rapid improvement resulted; one patient died, possibly because 
of too late start of the erythromycin treatment. Six additional 
cases of micrococcic enteritis not previously published are 
cited; the three in which the tetracyclines were not dis- 
continued in spite of marked symptoms of micrococcic enteritis 
were fatal, and two of the three in which the tetracyclines 
were discontinued shortly before or on the appearance of the 
enteritis were fatal. The favorable experiences with erythromy- 
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cin should not lead to its application in every case of diarrhea 
that may occur during treatment with tetracyclines, as the 
diarrhea usually ends on discontinuation of the tetracyclines. 
Grave toxic micrococcic enteritis is a rare complication. Too 
liberal use of erythromycin may increase the danger of develop- 
ment of resistant Micrococcus strains. Two factors are important 
in the prognosis in grave micrococcic enteritis: (1) immediate 
discontinuation of the tetracyclines and (2) oral administration 
of erythromycin if the diarrhea has not abated essentially 
during the first 24 hours. If the patient is seriously affected, 
this time interval may have to be shortened. Micrococcic 
enteritis is thought to be mainly nosocomial; one of the cases 
treated with erythromycin originated during Aureomycin treat- 
ment in the home and shows the possible risk in ambulant 
Aureomycin treatment of patients recently discharged from 
hospital. 


Two Fatal Cases of Staphylococcus Enteritis After Antibacterial 
Treatment. T. Frederiksen. Ugesk. lager 118:739-741 (June 28) 
1956 (In Danish) [Copenhagen, Denmark]. 


Two fatal cases of micrococcic (staphylococcic ) enteritis after 
treatment with broad-spectrum antibiotics were observed 
within three months. In the first case, with a characteristic 
picture, the onset on the fourth day after the start of Terramy- 
cin treatment points to Terramycin as the cause of the enteritis. 
Death occurred on the following day. The nausea that appeared 
in the second case two days after the start of Aureomycin treat- 
ment was regarded as one of the ordinary complications 
following the administration of Aureomycin, but use of the 
agent was discontinued. Twelve hours later the patient's 
temperature had risen to 40.3 C and the clinical course was 
characteristic of micrococcic enteritis. The patient died three 
and a half days after institution of the Aureomycin treatment. 
In both cases cultures from the intestine showed growths 
of micrococcus Pyogenes var. aureus. 


A Study of Hiirthle-Cell Tumors of the Thyroid Gland: Report 
of Nine New Cases. D. C. Collins. A. M. A. Arch. Surg. 73:228- 
240 ( Aug.) 1956 [Chicago]. 


Since 1907, when Langhans presented the first report, a total 
of 384 instances of Hiirthle-cell tumors of the thyroid have been 
reported by 44 authors. Eleven different theories have been 
suggested to explain the origin of the Hiirthle cell, The cell 
should really be called the “Baber cell,” for it was Baber who 
frst described it in 1877 and 1881. The cell is only a physio- 
xathological variant of thyroid epithelium, representing an in- 
volutional or degenerative change. The author investigated 
Hiirthle-cell tumors observed at the Hollywood-Presbyterian 
Hospital between 1924 and 1955 and presents observations on 
nine new instances of Hiirthle-cell tumors reported for the first 
time. One tumor was a low-grade, well-encapsulated adeno- 
carcinoma. Another lesion was a recurrence of a Hiirthle-cell 
adenocarcinoma six years after a total thyroidectomy and was a 
single metastasis to a right cervical lymph node. The remaining 
seven were benign lesions, one demonstrating a Hiirthle-cell 
reaction widely throughout a Hashimoto struma. Eight of the 
nine patients at a recent follow-up were alive and free from 
recurrence. Nine photomicrographs illustrate the characteristic 
histological appearance presented by each of the nine lesions. 
Hiirthle-cell reactions do occur in various conditions of the 
thyroid, in a microscopically normal gland, in one with nodular 
nontoxic adenomas, and in the presence of Hashimoto’s struma. 

Most of the Hiirthle-cell tumors that have been observed in 
the United States have been benign well-encapsulated adenomas. 
A more proper term for these tumors would be “eosinophilic 
large-celled tumor of the thyroid,” as recommended by Willis 
in 1948. In the thyroid carcinomas characterized by a blotting 
out of the original histological picture by a degenerative eosin- 
ophilic change (Hiirthle-cell reaction), the final degree of | 
malignancy of the particular tumor will probably depend largely 
on the character of the original malignancy. It appears that a 
Hiirthle-cell reaction in thyroid tissue indicates both a more 
favorable prognosis and a diminished growth capacity on the 
part of the original tumor. Most Hiirthle-cell adenocarcinomas 
of the thyroid gland are rather benign and metastasize late, and 
then usually only into the neighboring areas of the neck. This 
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behavior is in sharp contrast to that of the tumor originally 
described by Langhans, in Europe in 1907, which possesses a 
high degree of malignancy and metastasizes widely early in the 
course of the disease. Highly malignant lesions are still recorded 
in the current medical literature from other portions of the 
world. From the available American case reports collected to 
date, it seems that a complete lobectomy, including the thyroid 
isthmus, will usually result in a permanent cure of the Hiirthle- 
cell adenocarcinoma, if it is completely removed at the first at- 
tempt. To prolong life and keep the number of recurrences of 
malignant tumors of the thyroid gland to a minimum, solitary 
nodules in one lobe of the gland should always be removed by 
total lobectomy including the isthmus. The practice of either 
cutting into a solitary adenoma of the thyroid or attempting to 
remove only that adenoma from a lobe is fraught with danger. 


The Use of Radioactive Iodinated Serum Albumin for Blood 
Volume Determinations. S. B. Marshall and K. R. McKenzie. 
Rocky Mountain M. J. 53:704-707 (Aug.) 1956 [Denver]. 


The use of iodine-131 tagged human serum albumin seems 
best to fulfill the requirements of speed, consistency, and 
accuracy. The iodinated albumin is made from salt-free human 
albumin and can be purchased from laboratories. Approxi- 
mately 10 mg. of albumin is iodinated with 500 ue of I’, 
o: two moles of iodine to each mole of albumin of 60,000 
molecular weight. It is shipped from the laboratory in 1l-mc 
lots and contains less than 1% free iodide. The l-mc shipment 
(approximately 1 ml.) of albumin is diluted to 50 ml. with 
isotonic sodium chloride solution, giving an initial dusage of 
20 uc per milliliter. One milliliter of the diluted albumin is 
diluted to 500 ml. in a volumetric flask for preparation of the 
standard. For each determination, 0.5 to 1 ml. of the iodinated 
albumin (5 to 10 wc) is drawn into a calibrated tuberculin 
syringe and injected into an antecubital vein. The syringe is 
then routinely “washed out” by withdrawing blood and pushing 
it back into the vein. Ten to twelve minutes after injection a 
venipuncture is performed in the opposite antecubital vein and 
from 8 to 10 ml. of blood is removed in a heparinized syringe. 
The blood is placed in a labeled centrifuge tube, and may be 
analyzed immediately or after a period of several hours, since the 
unknown is compared to a standard having the same decay rate. 
Exactly 1 ml. of whole blood from the centrifuge tube is 
carefully pipetted into a small glass counting vial. The re- 
maining blood is centrifuged for five minutes at 3,000 rpm, 
and 1 ml. of plasma is pipetted into a similar vial. A well- 
type scintillation counter with an attached decimal scaler is 
used for measurement of radioactivity. The background count 
is measured first, and this value is subtracted from all sub- 
sequent calculations in order to give specific activity. One 
milliliter of the previously prepared standard is pipetted into 
a third similar counting vial. Counts are then made on blood, 
plasma, and the standard. Blood and plasma volumes are 
calculated separately according to a formula. 

This method was used on a group of 30 nurses, and on 30 
male patients free from derangement of blood volume, in 
order to establish normal values. The results obtained were 
compared with those recorded in Denver by the Evans Blue 
method and with volume measurements made at lower 
altitudes, utilizing both the iodinated albumin and dye methods. 
Normal values in these four studies are presented in a table. 
The history of a patient with multiple contusions and a 
compound skull fracture is presented to show the clinical use- 
fulness of measuring blood and plasma volume in a surgical 
patient by means of the method described. 


Implantation of the Left Internal Mammary Artery in the Myo- 
cardium: A Histopathological Evaluation After Six Months. 
R. Maniglia and A. A. Bakst. A. M. A. Arch. Surg. 73:187-191 
(Aug. ) 1956 [Chicago]. 


Maniglia and- Bakst direct attention to Vineberg’s experiments 
on the transplantation of the left internal mammary artery in the 
heart of dogs, which aimed at increasing the collateral coronary 
blood flow of the myocardium. Since Vineberg’s observations 
were not extended beyond the 11th week, the authors made 
observations over a longer period. They opened the chests of 
nine mongrel dogs through the fifth intercostal space and dis- 
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sected the left internal mammary artery off the chest wall, from 
the sixth to the fourth intercostal spaces. The intercostal vessels 
and the distal segment of the internal mammary artery at the 
sixth interspace were doubly ligated and transected between 
ligatures. A tunnel was prepared in the anterior wall of the left 
ventricle, and the vessel was pulled into it. The sixth intercostal] 
vessel was transected before transplantation so that blood flowed 
freely from it; then it was buried in the myocardial tunnel. 

Six months later the animals were anesthetized, and the chest 
was opened to perform physiological studies on the coronary; 
blood. The animals were killed immediately after these studies, 
and the hearts were fixed in a 10% formalin solution. After fixa- 
tion the myocardial tunnel containing the implanted artery was 
arbitrarily divided into quarters, and sections including the entire 
thickness of the myocardium were taken from each. Quantitative 
measurements of the collateral blood flow at the end of six 
months failed to reveal an increase in collateral circulation. This 
is explained on the basis of histological studies of the implanted 
artery showing consistent narrowing of the lumen by intimal 
fibroelastosis and occlusion of the lumen by thrombus. 


Resection in the Treatment of Pulmonary Tuberculosis in Chil- 
dren and Adolescents: Report on 26 Cases. M. A. Lassrich and 
F. Sturtzbecher. Arch. Kinderh. 153:201-224 (No. 3) 1956 (In 
German ) [Stuttgart, Germany]. 


The authors describe observations on 26 children and adoles- 
cents who were subjected to pulmonary resection during the 
period from 1951 to 1954 in the surgical department of the 
University Hospital of Hamburg-Eppendorf in Germany. The 
operations consisted of a wedge excision, segmental resections, 
lobectomy, or pneumonectomy. The indications for’ these opera- 
tions in 12 of the patients were pulmonary cavities that were 
either unsuitable for collapse therapy or had resisted such treat- 
ment. In eight children resection was necessary because of 
destructive pulmonary processes secondary to bronchiectasis; 
three children had honeycomb lung with tuberculosis super- 
infection; and in the three remaining patients resections were 
carried out because of caseous pneumonia, tuberculoma, or be- 
cause of a “destroyed lung.” These six different types of lesions 
are further illustrated on the basis of eight case reports outlining 
the history, roentgenologic findings, indications for resection, 
type of operation, and histological findings on the surgical 
specimen. 

From 18 months to 4% years have elapsed since the operations 
were carried out. All patients received sanatorium care for a 
period of three months after the pulmonary resection. A serious 
complication in the form of a bronchial fistula developed in one 
of the patients but was cured by surgery. All patients experienced 
a decisive improvement as a result of the pulmonary resection. 
Excretion of bacilli was arrested immediately. The patients 
showed improvement in general condition and an increase in 
weight; some of them were able to resume their occupations. 
This shows that the immediate results were favorable; however, 
more time will be necessary to estimate the final results of the 
pulmonary resections. 


Observations on Cardiospasm and Its Treatment by Brusque 
Dilatation. R. Schindler.. Ann. Int. Med. 45:207-215 ( Aug.) 
1956 [Lancaster, Pa.]. 


Eighty-four patients with cardiospasm associated with dis- 
tressing dysphagia were treated by brusque dilatation with the 
Starck metal dilator. The patient is told that the dilatation is a 
major operation, even though it lasts only a few seconds. The 
diagnosis, made usually from the typical case history and the 
roentgen pictures, should never be taken for granted. Obstruction 
by carcinoma or by scar must be excluded. The best method for 
establishing the diagnosis is the introduction of a thick no. 44 
F. bougie. This will usually stand on the obstacle for a few 
seconds or minutes and will suddenly “drop” into the stomach. 
For the dilatation the patient is hospitalized and receives peni- 
cillin and streptomycin, and his stomach and esophagus are 
carefully lavaged. He should not receive sedatives, which might 
relax his muscles and prevent their desirable forceful rupture. 
After the usual local anesthesia of the throat, the dilator is 
introduced into the stomach and the position of its dilating 
portion exactly at the point of narrowing is verified fluoroscopi- 
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cally. At this moment the patient is told that he will feel an 
atrocious pain but that under no condition must he move. Then, 
when the patient is as tense as possible, the instrument is opened 
forcefully, often against a marked resistance. The operator's 
hand often seems to feel hard tissue broken up. If that happens, 
success can be predicted, although sometimes cures are obtained 
if this frightening sensation is not experienced. Eighty (95%) of 
the 84 patients were cured, and 4 (5%) were therapeutic failures. 
Complications occurred in five patients, three of whom had 
fever readily treated by antibiotics and two of whom had small 
lesions of the stomach. The cure of cardiospasm by brusque 
dilatation is usually permanent. 

Two different types of cardiospasm were detected in these 
patients. In 81 patients the typical point of obstruction was the 
lowermost segment of the esophagus, extending from a few centi- 
meters above the diaphragm to the cardia. It has been assumed 
that the closed segment of the esophagus constitutes a physiologi- 
cal entity, the “vestibulum,” the border of which toward the 
esophagus proper contains a true sphincter muscle. This vesti- 
bulum opens only at the end of the act of swallowing, and the 
true picture of cardiospasm is composed of faulty, irregular 
innervation of the esophagus and inability of the vestibulum to 
open properly. The enormous resistance often felt during the 
act of dilatation can be caused only by a powerful muscular or 
tendinous organ, i. e., the diaphragm. That does not prove that 
the diaphragm itself is the obstructing structure. It may be that 
its tearing is only a by-product of the procedure and that the 
cure is effected by the dilatation of the vestibulum. It is probable 
that the essential faulty innervation remains unchanged and 
that the esophagus empties only by gravity. The roentgenologic 
appearance of the esophagus, however, often changes, so that, 
as far as its diameter is concerned, it resembles a normal one. 
Only three patients had the rare second type of cardiospasm in 
which the point of obstruction seemed to lie in the cardia itself. 
In one of these three patients no cure was obtained by brusque 
dilatation. There was no evidence in any of the 84 patients that 
cardiospasm is a purely psychogenic disease. 


Effects of Pedicled Grafts of Jejunum in the Wall of the Stomach: 
Long Term Follow-Up Study. S. W. Moore. Ann. Surg. 144:152- 
158 ( Aug.) 1956 [Philadelphia]. 


A long-term follow-up of 11 patients in whom a jejunal pedi- 
cled graft was implanted in the wall of the stomach showed no 
significant change in the gastric acidity as measured by the free 
hydrochloric acid. In 3 of the 11 patients ulcers developed in the 
jejunal pedicled graft. Nine of the 11 patients had poor results. 
Five of the nine patients with poor results had excellent results 
after a subtotal gastric resection. 


The Hepatorenal Syndrome: A Historical Review. E. Cardi. 
A. M. A. Arch. Surg. 73:224-227 (Aug. 1956) [Chicago]. 


Cardi says that before 1913, when Marklen first used the term 
hepatorenal syndrome, the condition was referred to as the renal 
complication of obstructive jaundice. Other terms applied to 
this syndrome were urohepatic syndrome, hepatourologic syn- 
drome, hepatic death, cholemic nephrosis, and bile nephrosis. 
Cardi discusses the historical development of the concept of the 
hepatorenal syndrome and of acute tubular nephrosis with spe- 
cial emphasis on the clinical and pathological manifestations. He 
reviews the extensive literature dealing with experimental studies 
on this syndrome and discusses the various disease states asso- 
ciated with it. The vascular peculiarities of the liver and kidneys 
are described to give a better insight into the pathogenesis of 
the syndrome. The review of the historical, clinical, and experi- 
mental literature leads to the conclusion that the hepatorenal 
syndrome is simply an acute tubular nephrosis precipitated by 
hepatic insufficiency. 


Polyposis of the Colon. C. T. Flotte, F. C. O’Dell Jr. and F. A. 
Coller. Ann. Surg. 144:165-169 (Aug.) 1956 [Philadelphia]. 


Polyposis is a rare familial disease in which hundreds of 
polyps develop in the colon and rectum, usually about the time 
of puberty. There is a marked tendency for these polyps to 
undergo malignant degeneration while the patient is still rela- 
tively young. Of 63 patients with polyposis of the colon observed 
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at the University of Michigan Hospital in the past 20 years, 40 
were treated with either total or subtotal colectomy. The average 
age of the patient at the time the disease was diagnosed was 33.7 
years. Twenty patients (50%) were found to have carcinoma 
of the colon at operation. Carcinoma subsequently developed 
in the rectal segment of four patients subjected to subtotal 
colectomy. Care must be taken to select for subtotal colectomy 
those patients who will cooperate by returning for periodic 
sigmoidoscopy and removal of recurrent polyps. Nineteen pa- 
tients are alive and well without evidence of malignancy. Polypo- 
sis is originally a benign, although precancerous, disease, but the 
finding of carcinoma when the diagnosis of polyposis is first 
established is so common that it should always be considered as 
a malignant disease and treated accordingly. 


Surgical Therapy in the Treatment of Diverticulosis and Diverti- 
culitis of the Colon. M. N. Malinowski, J. E. Lutz and K. G. 
MacDonald. West Virginia M. J. 52:289-292 (Sept.) 1956 
[Charleston]. 


An analysis of 66 patients admitted to the Memorial Hospital 
of Charleston, W. Va., between April, 1952, and October, 1955, 
for diverticulosis and diverticulitis is presented. The group in- 
cluded 36 women and 30 men, and the ages of the patients 
ranged from 41 to 81 years. Generally, there are three stages in 
the development of this pathological state, namely, the predi-- 
verticular stage characterized roentgenologically by loss of colon 
segmentation, the stage of formed outpouchings or diverticula 
(diverticulosis), and the stage of an infected diverticulum, 
termed diverticulitis. Of the 66 patients reviewed 39 had diverti- 
culosis without or with only very mild symptoms. Twenty-nine 
patients had acute diverticulitis that responded to medical treat- 
ment. Seven patients, five of whom were women, required surgi- 
cal treatment. Diverticulitis, like peptic ulcer, is treated primarily 
by the internist. Most patients can be managed by rest, diet, 
antispasmodics, and antibiotics. Surgery is required chiefly for 
complications, which occur in up to 20% of the patients. 

The surgical treatment must be fitted to the individual patient 
and the type of lesion encountered. Drainage of localized peri- 
tonitis with transverse colostomy often will prove a life-saving 
procedure and will facilitate a fairly simple resection later on. 
Conservative treatment in spite of repeated, acute attacks may 
lead to difficult complications. Since 1950, prophylactic resection 
during a quiescent period has been shown to have much to 
recommend it and has been accomplished with little risk. This 
should be considered in patients in whom a persistent mass is 
found, and recurrent obstruction, recurrent hemorrhage, marked 
urinary symptoms, or malignant changes cannot be ruled out. In 
older persons the authors always suggest a preliminary trans- 
verse colostomy even though it requires three procedures instead 
of one and is more costly. In the case of obstruction of the colon 
secondary to diverticulitis, especially where there is a disparity 
in size between the proximal and the distal colon a transverse 
colostomy should be done. 


Mesenteric Vascular Occlusion. G. $. M. Wilson and J. Block. 
A. M. A. Arch. Surg. 73:330-345 (Aug.) 1956 [Chicago]. 


Mesenteric vascular occlusion is not so rare as is generally 
believed. Thirty-two cases were observed in a Manchester hos- 
pital during the period January, 1948, to June, 1951. Fourteen 
occurred in patients under treatment in the medical wards for 
some other condition, and the remaining 18 patients were either 
treated in the surgical wards or else were seen by a member of 
the surgical staff in consultation. Hemorrhagic infarction has 
been emphasized to such an extent that most surgeons regard it 
as the only pathological evidence of acute mesenteric vascular 
occlusion. A few authors have described a type of so-called 
“anemic infarction,” which is rare and was not observed in the 
cases reviewed here. The authors draw attention to another 
manifestation of occlusion of the superior mesenteric artery 
observed at operation in some of their patients. These changes 
were only fully appreciated in the third patient in whom they 
occurred. The intestine was pale, with a bluish tinge in parts, and 
was contracting vigorously. Blood in the lumen was visible 
through the wall of the intestine, and there was little if any 
peritoneal exudate. The mesentery itself showed no edema or 
hemorrhages, but it was noted that the arteries supplying the 
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affected intestine were not pulsating. This was seen in the vasa 
recta adjacent to the intestinal wall, and a sudden transition to 
normally pulsating vessels was noted at either end of the affected 
segment. In another patient a correct diagnosis of mesenteric 
embolism was made but rejected at operation because the in- 
testine looked “normal.” This was because it was contracting 
actively and the mesenteric vessels were not examined closely 
enough in the absence of signs of hemorrhagic infarction. After 
autopsy had confirmed the diagnosis, it was recalled that the 
intestine had looked pale. The authors feel that it was only be- 
cause of this unfortunate experience that the third patient was 
accurately assessed at operation. 

They comment on venous and on combined arterial and 
venous occlusion and on associated pathological conditions, such 
as heart disease, pulmonary infarction, and multiple emboli. 
During the past 20 years, a number of articles have been pub- 
lished in continental and Latin American journals describing 
cases of intestinal infarction not due to organic vascular occlu- 
sion and reversible in the early stages. Various explanations have 
been offered—anaphylaxis, arterial spasm, and impaired capillary 
permeability. Divergent methods of treatment, such as the in- 
jection of epinephrine and procaine sympathetic block, have 
been advocated. British and North American literature is silent 
on the subject, but one of the authors (Block) has seen several 
cases of anaphylactic shock, associated with severe abdominal 
pain, dramatically relieved by epinephrine. All the patients in 
the series described eventually died. Of the 32 patients only 12 
were subjected to operation, and, of these, 2 may be deemed to 
have technically survived the procedure. Most of the patients 
showed extensive infarction and serious associated lesions. In at 
least 75% of arterial occlusions the main stem of the superior 
mesenteric artery was occluded above the ileocolic branch. 


NEUROLOGY & PSYCHIATRY 


Cases of Atypical Poliomyelitis. C. Hooft, A. Vermassen and 
M. J. Delbeke. Maandschr. kindergeneesk. 24:185-192 (June) 
1956 (In Dutch) [Leyden, Netherlands]. 


In the course of seven months a total of 178 children were 
referred to the authors with a diagnosis of probable polio- 
myelitis. In 20 of these children this diagnosis could be ruled 
out on the basis of clinical examination and of the results of 
spinal puncture and of virological examinations. One hundred- 
fifty of the remaining 158 patients had the classic forms of 
poliomyelitis; 7 had the meningeal form, 102 had the spinal 
form, and 41 had respiratory, bulbar, or encephalitic forms. 
Complete virological and serologic tests revealed the type-1 
poliomyelitis virus in 94% of these patients. The authors report 
histories of eight children with atypical forms of poliomyelitis 
in whom virological examinations of the feces or antibody 
determinations demonstrated the viral nature of the infection. 
The eight children included four with temporary palsies of 
short duration, one with spastic tetraplegia, one with focal 
encephalitis without sequels, one with temporary, acute cere- 
bellar ataxia, and one in whom poliomyelitis was complicated 
by meningococcic meningitis. 


Poliomyelitis in Pregnancy: Effect on Fetus and Newborn In- 
fant. M. Siegel and M. Greenberg. J. Pediat. 49;280-288 ( Sept.) 
1956 [St. Louis]. 


A prospective study was made of the outcome of gestation 
after the occurrence of poliomyelitis in New York City between 
1949 and 1953, inclusive. During this five-year period, 87 
cases of poliomyelitis were observed in pregnant women. 
Twenty-three of the women had the nonparalytic type of the 
disease, and 64 had paralytic types of the disease. The 87 
pregnancies complicated by poliomyelitis resulted in 86 single 
births and one set of twins. There was no evidence of an in- 
crease in congenital defects and inconclusive evidence of an 
increase in prematurity among the 88 products of gestation. 
Seven (35%) of the 19 fetal deaths were observed in preg- 
nancies complicated by the onset of paralytic poliomyelitis in 
the first trimester of gestation, and 14 (46.7%) fetal deaths 
were observed in pregnancies complicated by the onset of 
poliomyelitis of all clinical types in this trimester. Most of 
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these dead fetuses were delivered within two weeks after the 
onset of clinical infection, and the fetal deaths appeared to 
be directly related to the occurrence of poliomyelitis in the 
mother. The incidence of fetal deaths decreased markedly 
with the onset of poliomyelitis in the second and _ third 
trimester of gestation. 

Three cases of paralytic poliomyelitis occurred among the 
69 live births. All three infants were delivered within 24 to 
48 hours of the onset of neurological signs of poliomyelitis 
in the mother. Symptoms of paralysis in the newborn infant 
were observed within from 6 to 10 days after delivery. 
Neonatal poliomyelitis thus occurred only in infants whose 
mothers had poliomyelitis near term and who were born 
shortly ‘after the onset of the disease in their mothers. This 
group is presumably unprotected by maternal antibodies and 
may be heavily exposed to maternal infection in the uterus, 
during delivery, and after birth. An increase in the neonatal 
mortality rate was noted that was related to neonatal 
poliomyelitis and to anoxemia after postmortem cesarean 
section in women dying of bulbar poliomyelitis. 


Poliomyelitis in the Netherlands During 1955: Results of Viro- 

logic and Diagnostic Investigations. B. Hofman, A. Kret, H. A. 

E. van Tongeren and J. D. Verlinde. Nederl. tijdschr. geneesk. 

me (July 21) 1956 (In Dutch) [Haarlem, Nether- 
nds]. 


Four hundred sixty-nine cases of poliomyelitis were officially 
reported in the Netherlands during 1955. Of 126 virus strains 
isolated, 37% were type 1, 57% type 2, and 6% type 3. The 
type-2 strain of poliomyelitis virus predominated from July 
to September and type 1 from October, 1955, to January, 1956. 
In the eastern provinces of Gelderland and Overijsel, poliomye- 
litis began in May and reached its peak in September, and 
the majority of strains isolated in those provinces belonged 
to type 2. In the western and southern provinces of South- 
Holland and North-Brabant, particularly in the region of 
Rotterdam and Dordrecht, poliomyelitis started in June and 
reached its greatest incidence in October. The greatest 
majority of poliomyelitis virus strains isolated in this region 
were of type 1. Virological studies were made in 498 patients. 
The percentage of isolations of poliomyelitis virus were highest 
(67) in the patients with paralytic poliomyelitis; for the 
meningeal and abortive forms of poliomyelitis the percentages 
of virus isolations were 17 and 12 respectively. Mixed infec- 
tions of poliomyelitis with Coxsackie virus were observed in 
16 patients (3.2%). Infections with group B Coxsackie virus 
were frequent until October, ‘after which they decreased 
simultaneously with a sharp increase of type-1 poliomyelitis 
virus infections. 


Incidence of Contact Infection in Poliomyelitis (Institutional 
Epidemic). H. Lennartz and B. Rohde. Monatsschr. Kinderh. 
104:311-314 (July) 1956 (In German) [Berlin, Germany]. 


An epidemic of poliomyelitis occurred in a home housing 66 
children and their nursing personnel near Bremen, Germany, in 
September, 1953. The children ranged in age from 3 months to 
6 years. There was little contact between the residents of the 
home and the surrounding population, and no cases of polio- 
myelitis had been observed in the surroundings before the insti- 
tutional outbreak. Paralytic poliomyelitis developed in 14 of the 
66 children, and in one of the 14 an ascending paralysis caused 
death. The proportion of children who contracted poliomyelitis 
was about the same as that observed in other institutional out- 
breaks (about 20%). It was noteworthy that no purely meningeal 
forms of poliomyelitis occurred and that with the exception of 
the fatal case only the lower extremities were involved. The 
percentage of children with residual paralysis in the lower 
extremities was unusually high, that is, 12 of 13 showed such 
residual lesions. The authors believe that intramuscular injections 
during the incubation period were responsible for this. Outbreaks 
of whooping cough and varicella in the course of which intra- 
gluteal injections of penicillin and other drugs had been given 
had preceded the poliomyelitis epidemic. Moreover, five days 
after the appearance of the first case of paralytic poliomyelitis 
the children had received intragluteal injections of gamma 
globulin. 
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The fact that this epidemic of poliomyelitis occurred in chil- 
dren who had been isolated in an institution since birth induced 
the authors to investigate questions concerning the virus and its 
o currence in the blood and feces of children with symptoms of 
poliomyelitis and in the contacts. They found that the Brunhilde 
type of virus was responsible for the outbreak. Virus was ex- 
crcted in the feces by all but one of the children with active 
disease and by 80% of the apparently healthy contact children 
14 days after paralytic poliomyelitis had developed in the first 
child, whereas virus was isolated in only two of the nursing 
personnel. One of these two adults was the cook, whose own 
child was one of the first in whom poliomyelitis developed, and 
the other was a 16-year-old nurses’ aid. Since viremia can be 
expected only in the first days of infection, it is understandable 
that when blood was withdrawn on the 13th day after the 
appearance of the first case of poliomyelitis there was little 
promise of success. Isolation of the virus was successful in only 
one of 52 blood or serum specimens. The positive specimen was 
from a child without signs of active disease who was excreting 
virus in the feces but who did not as yet have antibodies against 
poliomyelitis. At the end of the second period of incubation the 
majority of children not only excreted virus in the feces but also 
had neutralizing antibodies in the serum. After three more weeks 
had elapsed, that is, at the time of the second blood withdrawal, 
all children showed the presence of antibodies in the neutraliza- 
tion test. Many showed an increase in antibodies, and the titers 
were rather high, although these young children had shown no 
symptoms of poliomyelitis. When, however, the complement- 
fixation reaction was carried out during the same period, polio- 
myelitis antibodies were not so regularly demonstrated and an 
increase was detected only very occasionally. 


Brain Lesion After Burns. U. Huschke. Monatsschr. Kinderh. 
104:300-307 (July) 1956 (In German) [Berlin, Germany]. 


Huschke describes observations on the brains of four children 
and one adult who died as the result of scalds or burns. Three 
of the four children died within 24 hours and one died seven days 
after the burn, The adult died two and one-half hours after he 
had fallen into boiling liquid. The ganglion cells of the brain 
showed all stages of acute and severe damage, which in some 
had progressed to complete dissolution. The Purkinje cells were 
in the most favorable state of preservation. The neuroglia showed 
mostly regressive changes, without a noticeable increase in 
gliacytes. Vascular changes consisted chiefly of extreme dilata- 
tion, engorgement of the veins, edematous suffusion of the 
vascular walls, moderate swelling and increase of the capillary 
endothelium, and severe dilatation of the perivascular spaces, 
some of them containing homogenous extravasations. The brain 
volume was greatly increased in dll five patients (cerebral edema 
in three and swelling of the brain in two). This increase in 
volume involved the entire brain. 

Disturbances in permeability with subsequent serous effusion 
into the cerebral tissues and new formation of intercellular glial 
fibers are the outstanding changes. The fibrous gliosis progresses 
as the interval after the burn lengthens and seems to be one of 
the first manifestations of brain lesions resulting from scalds and 
burns. The author comments on the possibility of late brain 
lesions, the result of which may persist after the burn has healed. 
lt seems probable that permanent organic brain damage may 
progress to atrophy just as do brain lesions of other origins that 
are associated with acute parenchymal lesions and serous effu- 
sion into brain tissues. The clinical effects as regards mental 
development may be severe enough to result in idiocy. 


Diagnosis and Differential Diagnosis of Wilson’s Disease (Hepa- 
tolenticular Degeneration): On the Basis of Studies on Members 
of a Family. V. H. Gastager and W. Spiel. Monatsschr. Kinderh. 
104:314-318 (July) 1956 (In German) [Berlin, Germany]. 


Gastager and Spiel report studies on a family with nine chil- 
dren. The parents showed no symptoms of hepatolenticular de- 
veneration (Wilson’s disease). The first member of the family 
seen by the author, in September, 1950, was a 14-year-old girl. 
In this patient hepatolenticular degeneration was not recognized. 
Psychiatric symptoms first led to a diagnosis of schizophrenia; 
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later, neurological symptoms led to a diagnosis of a postencepha- 
litic syndrome. A correct diagnosis was made stil] later in con- 
nection with the other cases in the same family. In the second 
patient, a younger brother of the girl, the psychiatric symptoms 
again led at first to a diagnosis of schizophrenia, but later, de- 
tailed neurological examinations and particularly metabolic 
studies permitted the correct diagnosis of hepatolenticular de- 
generation ( Wilson’s disease) to be made. A third child of the 
family, a boy, had died in 1937, at the age of 9 years, with 
symptoms of jaundice, ascites, and tumor of the spleen. Accord- 
ing to the father, the terminal symptoms had been similar to 
those in the other two children. Although autopsy had not been 
performed in this patient, catamnestic data suggest that this too 
was a case of Wilson’s hepatolenticular degeneration, in which 
the signs of congestive splenomegaly ( Banti’s disease ) predomi- 
nated. Examination of the healthy members of the family led to 
the discovery of one subclinical case of Wilson’s hepatolenticular 
degeneration; in all the others, the metabolic tests were normal. 
The patient with the subclinical form of hepatolenticular degen- 
eration was the youngest child of the family, who at the time of 
his examination was 12 years old. He was as yet free from 
neurological symptoms, but the liver was firm and the spleen 
showed signs of hardening. Moreover, the copper content of the 
serum indicated the presence of a subclinical form of Wilson's 
hepatolenticular degeneration. The stydies on the members of 
this family revealed that Wilson’s hepatolenticular degeneration 
generally appears in three distinct forms. The symptoms are 
either predominantly psychiatric, neurological, or internistic. 
The diagnosis of Wilson’s hepatolenticular degeneration is often 
difficult because the psychiatric and neurological symptoms may 
be absent or are not typical and the Kayser-Fleischer ring of 
greenish pigmentation on the cornea may be absent. At autopsy 
the disease may be recognized by the presence of hepatic cir- 
rhosis and by degenerative changes in the basal ganglions. The 
examination of the serum for a copper-containing protein is the 
most helpful of the laboratory aids, because in patients with 
hepatolenticular degeneration this protein body, which because 
of its blue coloration is known as ceruloplasmin, is practically 
absent. One of the present authors in collaboration with others 
has been able to detect subclinical cases in families of patients 
with hepatolenticular degeneration with the aid of tests that 
disclose a lack of ceruloplasmin. 


Cerebral Palsy: Clinical Survey of 543 Cases. P. Plum. Danish 
M. Bull. 3:99-108 (July) 1956 (In English) {[Copenhagen, 
Denmark]. 


From 1948 to May, 1956, the author examined 543 patients 
with cerebral palsy in the University Pediatric Clinic of the 
Rikshospital and treated most of them. There were more cases of 
quadriplegia than usual in the total material because the clinic 
admits a relatively large proportion of the most severely affected 
patients. Familial incidence and heredity do not seem to play 
any numerically significant part in cerebral palsy. The incidence 
of organic nervous disease in the group with ataxia is twice that 
in the other groups, which is thought to agree with the concep- 
tion that ataxia is due to a hereditary trait. Pathological condi- 
tions during pregnancy are on the whole hardly of great etiologi- 
cal significance in the development of the disease. Toxemia of 
pregnancy and hemorrhage probably are exceptions and have a 
certain etiological significance. The age of the mother seems to 
be of little importance. Low birth weight is more frequent than 
normal in all cerebral palsy groups. Complicated deliveries 
occur more often than normally, particularly in the groups with 
hemiplegia, quadriplegia, and athetosis. Asphyxia is seen espe- 
cially in patients with hemiplegia, quadriplegia, and ataxia, and 
symptoms during the first days of life are most common in those 
with quadriplegia and athetosis. Severe and prolonged icterus 
occurs almost exclusively in patients with athetosis. Seizures and 
spasms are twice as frequent in those with hemiplegia and 
quadriplegia as in other groups. Impairment of hearing occurs 
chiefly in patients with athetosis. Mental deficiency is most often 
met with in those with quadriplegia. In the single groups mental 
deficiency is higher in patients with convulsions, small head 
circumference, and strabismus. 


4 


932 MEDICAL LITERATURE ABSTRACTS 


PEDIATRICS 


Familial Agammaglobulinaemia. R. H. Elphinstone, I. G. 
Wickes, and A. B. Anderson. Brit. M. J. 2:336-338 (Aug. 11) 
1956 [London, England]. 


The authors describe two brothers with familial agamma- 
globulinemia. The occurrence of tuberculosis in the older 
brother and the behavior of the Mantoux reaction is of interest. 
The disease, which developed after the symptoms of agamma- 
globulinemia were established, ran its normal course, compli- 
cated by septic infections, and was cut short by the usual 
chemotherapy and antibiotic treatment. The boy’s Mantoux 
reaction remained positive. The younger boy’s case of 
agammaglobulinemia was discovered very early in the evolution 
of the disease. His serum still contained a very little gamma- 
globulin. He was first vaccinated with BCG before there were 
any symptoms suggestive of agammaglobulinemia and the 
Mantoux reaction became transiently positive. On revaccination 
the Mantoux became positive, and it has remained so for 
eight months. The axillary lymph nodes became enlarged, 
a normal consequence of BCG inoculation. The serum of all 
available members of the family has been examined by the 
zinc turbidity test or by electrophoresis. No further case of 
agammaglobulinemia has been found. Complete genotyping 
was performed, but no constant feature was discovered that 
could be related to the appearance of agammaglobulinemia 
in the two brothers. The significance of the finding of a low 
erythrocyte sedimentation rate requires further investigation. 


Two Cases of Neuroblastoma. V. Migliori. Clin. pediat. 38:173- 
178 (March) 1956 (In Italian) [Bologna, Italy]. 


The author defines neuroblastoma as a malignant tumor of 
the sympathetic system with no chromogen or hormonal 
characteristics. It originates in the sympathetic system and 
may affect any area where elements of the sympathetic system 
tissues are found, e. g., the neck, the thorax, and the abdomen. 
The abdomen seems to be affected more often than other 
regions. Neuroblastomas tend to metastasize rapidly. They 
affect infants more often than adults. The tumor is made up 
of polymorphous cells, some of which are small and round, 
with little protoplasm, and with a compact nucleus rich in 
chromatin. The author describes two cases of neuroblastoma, 
one mediastinal and one abdominal. The first patient, a 9- 
year-old child, had severe pain in the right side of the chest; 
after some time changes in physiognomy appeared. The child 
did not have fever. Small movable lymph nodes could be 
palpated in the supraclavicular region. The circulatory and 
digestive systems were not affected. The spleen and the liver 
were normal. Histological examination established the diag- 
nosis of neuroblastoma. The child was operated on, and his 
condition improved for a while, but then it became worse. 

The second patient, a child 2 years and 8 months old, had 
irregular fever, shifting pains in the limbs, general indisposi- 
tion, and loss of weight. Radiological examination showed a 
picture similar to that found in osteomyelitis, but the clinical 
symptoms were different. Histological examination revealed 
a metastatic neuroblastoma. The skull increased in volume and 
became irregular in shape after a short time. Bilateral exoph- 
thalmos became noticeable. A large tumor, partially calcified, 
was discovered in the region of the left kidney. The critical 
condition of the child did not permit urographic examination. 
The child died four months after the appearance of the con- 
dition. The author points out the necessity of early diagnosis and 
early surgical intervention. 


Congenital Methemoglobinemia in the Newborn Period. M. S. 
Dine. A. M. A. J. Dis. Child. 92:15-19 (July) 1956 [Chicago]. 


The two cases presented are the first recorded cases of 
congenital methemoglobinemia diagnosed and treated in the 
neonatal period. They demonstrate the importance of early 
diagnosis for the prevention of hypoxia and death. A lavender 
blue cyanosis is the most marked clinical feature of this 
disease, in which from 20 to 40% of the hemoglobin is in 


the methemoglobin form, whereas the normal values are from - 


0.01 to 1.8%. The enzyme system that regulates the balance 
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between hemoglobin containing iron in the ferrous state and 
methemoglobin containing iron in the ferric state is disturbed, 
The administration of reducing substances, such as methylene 
blue or ascorbic acid, decreases the amount of methemoglobin, 
Hence this feature is of value in differentiating between 
congenital methemoglobinemia and cyanotic congenital heart 
disease. 

The two cases described occurred in siblings, of whom the 
first was treated on the 18th day of life and the second |y 
the fourth hour of life. The diagnosis of congenital or 
idiopathic methemoglobinemia was established in these two 
children first by the identification of the typical spectral band 
of methemoglobin. This band disappeared immediately after 
the addition of two or three drops of potassium cyanide, and 
was thus distinguishable from the spectral band of sulfhemo- 
globin, which remains fixed after the addition of potassium 
cyanide. Secondly, the abnormally high blood methemoglobin 
level was reduced by both intravenously given methylene 
blue and orally given ascorbic acid. Thirdly, there was no 
history of exposure to substances capable of causing methemo- 
globinemia, such as contaminated well water, aniline dye in 
diapers, phenytoin, or coal tar. The clinical course of each infant 
was typical, as indicated by the fact that methemoglobinemia 
has persisted, though modified in degree by ascorbic acid and 
methylene blue. The parents and two older siblings of the 
patients had normal methemoglobin values. No _ previous 
instance of congenital or idiopathic cyanosis was found in the 
family history. Jaundice appeared in both infants, but the 
connection, if any, between this condition and methemo- 
globinemia is not known. The first child has shown marked 
motor retardation, probably as a result of hypoxia rather than 
hyperbilirubinemia; the second child has been normal in growth 
and development, despite severe hyperbilirubinemia requiring 
three exchange transfusions. 

Early diagnosis of this metabolic defect is important, not 
only to differentiate this disease from congenital heart disease 
and other causes of cyanosis, but also to prevent the hypoxia 
that may lead to death or mental and motor retardation. 


Epidemic Staphylococcal Gastroenteritis in a Newborn Nursery. 
R. T. Smith. A. M. A. J. Dis. Child. 92:45-56 (July) 1956 
[Chicago]. 


The micro-organism responsible for most of the infections 
that occur in the newborn period is the Staphylococcus. The 
more serious clinical forms of staphylococcic disease usually 
occur during epidemic outbreaks. Serious forms of staphylococcic 
infection reported to have occurred during such epidemics in- 
clude pneumonia, with empyema, and pyopneumothorax and 
generalized sepsis. The outstanding clinical characteristic of a 
recent outbreak of neonatal staphylococcic infection in the new- 
born nursery of the University of Minnesota Hospitals was an 
unusually severe form of gastroenteritis manifested in some of 
the infants. Only one previous report deals with gastroenteritis 
as a primary manifestation of epidemic staphylococcic infection 
in the newborn infant. The illness began abruptly with severe 
retching and vomiting in the four infants most seriously affected; 
in each instance, diarrhea appeared later. Each infant was found 
to have diminished or absent peristaltic sounds, lack of abdominal 
distention, and absence of normal intestinal gas patterns in 
roentgenograms of the abdomen. The clinical course of the four 
infants was also marked by the development of rapidly spreading 
skin lesions and epidermolysis and an unusually severe form of 
tetany. Mild diarrhea developed in eight other infants, and two 
had skin lesions. 

Culture and demonstration of the Staphylococcus on gram- 
stained smear from stool specimens, as well as its isolation from 
cultures of the involved skin and nasopharynx, strongly sug- 
gested a primary infection by this micro-organism as the cause 
of the outbreak. The attack rate in this epidemic, which affected 
12 of the 21 infants in the nursery and led to the death of one, 
was about 60%, and the incubation period was probably from 
two to four days. The source of the infection could not be 
definitely identified, but circumstantial evidence pointed to ex- 
posure during the first few hours of life. Early recognition of 
staphylococcic infection in a nursery for newborn infants is 
vitally important if outbreaks of epidemic proportion are to be 
avoided and treatment is to be properly directed. 
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Pulmonary Coccidioidomycosis in a Twenty-One-Day-Old In- 
fant: Report of a Case and Review of the Literature. J. R. 
Christian, S. G. Sarre, J. H. Peers and others. A. M. A. J. Dis. 
Child. 92:66-74 (July ) 1956 [Chicago]. 


\ review and analysis of 99 reported cases of coccidioidomy- 
cosis in children is presented. Of these cases 14 were in infants, 
the majority of them from California. A high proportion occurred 
in Negroes and Mexicans, but there was no definite correlation 
of race and mortality. More cases occurred among boys than 
among girls in the preschool age group. Osteomyelitis is the 
commonest of a wide variety of reported clinical pictures; among 
the others were residual pulmonary cavity, valley fever, pneu- 
monia, primary tuberculosis, and meningitis. The average mor- 
tality is 33%; it is higher in infants and decreases with increasing 
age. The diagnosis was made by direct methods, depending on 
demonstration of the organism (biopsy, smear, autopsy culture, 
inoculation) or by indirect methods (serological studies, skin 
tests), or both together. The duration of the disease varied from 
less than one month to more than one year. No truly curative 
treatment is known; methods tried included bed rest, general 
symptomatic and supportive treatment, various medicaments, 
deep x-ray therapy, and surgical intervention. Six of the 14 in- 
fants are known to have died. 

Fatal coccidioidomycosis of eight days’ duration also occurred 
in a three-week-old infant in Chicago. The disease was diagnosed 
at autopsy and the positive findings were limited to multiple 
nodules in the lungs. The case is unusual for these reasons: the 
age of the patient; the apparent contraction of the disease in 
Chicago, far from an endemic area; and the unusual pathological 
findings, this being the first reported fatal case in a child with 
miliary pulmonary and lymphatic lesions exclusively. The child’s 
mother had had a coccidioidomycotic granuloma of the right 
calcaneus from which specific causative organisms were micro- 
scopically demonstrated. An operation was performed on her 
right foot in 1954 in Mexico, and the lesion now appears to be 
well healed, clinically and roentgenologically. It seems that the 
mother’s lesion was the most likely source of the infection in her 
child. 


Pheochromocytoma in an Eight-Year-Old Boy. W. van Zeben and 
F. J. van Sprang. Maandschr. Kindergeneesk. 24:215-225 (July) 
1956 (In Dutch) [Leyden, Netherlands]. 


An 8-year-old boy was hospitalized in November, 1955, with 
a complaint of severe headaches since July, 1955. He had lost 
weight and was nervous during the day and restless at night. He 
had repeated attacks of abdominal pain, which were of the 
piercing type and were localized in the right upper abdomen. 
These attacks were followed by a headache of right frontal or 
occipital localization and were accompanied by anxiety, restless- 
ness, and profuse sweating. Blood pressure reached 240/180 mm. 
Hg, and the pulse rate was as high as 150 per minute. The 
presence of pheochromocytoma was considered likely, and this 
diagnosis was verified with the aid of tests with Regitine ( phen- 
tolamine ) and piperoxan. 

Preoperative localization of the tumor proved impossible, since 
presacral air insufflation and intravenous pyelography failed to 
reveal a clear outline of the adrenals. A median laparotomy re- 
vealed a tumor above the right kidney, which was then removed 
in the course of a thoracolaparotomy. Two months after the 
operation the patient was free from complaints. An unusual 
aspect of this case was a strongly positive Rumpel-Leede sign. 
There is no other report in the literature of the concurrence of 
this sign with pheochromocytoma. 


Precocious Tetany with Periostosis and Recurring Hypocalcemia. 
R. Debré, P. Mozziconacci, G. Schapira and others. Arch. franc. 
pédiat. 13:461-476 (No. 5) 1956 (In French) [Paris, France]. 


The authors report a case of precocious tetany with bony le- 
sions and recurrent hypocalcemia in an infant girl. At the age of 6 
days she presented convulsive tetany of extreme intensity ac- 
companied by hypocalcemia varying from 0.45 gm. to 0.50 gm. 
per 1,000 cc. This tetany was accompanied by bony lesions 
-haracterized essentially by a periosteal thickening producing 
‘he appearance of a double contour at the diaphysis of the long 
bonés. The tetany responded to treatment with calcium, which 
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resulted in disappearance of the crises, normalization of the blood 
calcium level, and improvement of the pathological bone pic- 
tures. But after one year of development, when the infant had 
received notable doses of calcium and vitamin D, a lowering of 
the blood calcium level accompanied by convulsive crises oc- 
curred again. Three months later there was another transitory 
hypocalcemia. 

Precocious tetany with periostosis deserves a place among the 
causes of infantile hypocalcemic convulsions. It starts in the first 
months of life and progresses toward a recurrent hypocalcemia 
in spite of the administration of calcium and of vitamin D. This 
tetany is distinguished from rachitic tetany by the radiological 
appearance of the osseous lesions. It is also distinct from neonatal 
tetany, which is always transitory. It is not related to a dis- 
turbance in the absorption of calcium but is probably caused by 
a parathyroid insufficiency rather than a fault in the response of 
the renal tubule to the parathyroid hormone. It is not necessarily 
accompanied by the morphological disorders or the intellectual 
retardation described in certain varieties of chronic idiopathic 
tetany and in the pseudohypoparathyroidism of Albright. 


Indications for Corticotherapy in the Treatment of Tuberculosis 
in the Child. A. Breton and B. Gaudier. Pédiatrie 11:523-530 
(No. 5) 1956 (In French ) [Lyon, France]. 


Two criteria are essential in judging the efficacy of the hor- 
monal treatment of initial tuberculosis: (1) pulmonary x-ray 
films frequently repeated reveal lesional improvement; and (2) 
attentive surveillance of the general state shows that all treated 
children benefit on all the planes of the mode of cure. One notes 
a regression of functional signs, a rapid normalization of tem- 
perature, a certain euphoric state with a revival of appetite, and, 
very often, a clear rise in the weight curve, which was level or 
declining at the beginning of the primary infection (gains of 
1 kg. per month are frequent in the course of the cure and after 
its cessation ). These pleasing results in the general state and the 
indisputable regression of the lesions themselves authorize the 
use of corticotherapy in the treatment of tuberculosis in children. 
Short cures, always in association with specific antibiotics, pro- 
vide protection against complications, which are rarely severe. 
The action of the corticoadrenal hormones as an adjuvant to 
antibacillary treatment will be better understood and better 
utilized after more experience. The tuberculous child benefits 
from this new method of treatment as does the adult. Four 
clinical forms constitute the essential indications: acute dissemi- 
nated tuberculosis, recent infiltrating lesions, pleural effusions, 
and ventilatory disturbances engendered by endobronchitis. 
Among these indications serous miliary tuberculosis, certain 
forms of bacillary meningitis, and serous effusions are unani- 
mously recognized. In all other eventualities and in particular 
during the development of the most common forms of primary 
tuberculosis, certain improvements can be obtained that should 
encourage the use of this recent and promising therapeutic 
agent. The advent of new antibacillary antibiotics, such as 
cycloserine, does not modify the authors’ present therapeutic 
position concerning hormone therapy in any way. 


Investigation of the Efficacy of Pancreatic Substitution Therapy 
in Cystic Fibrosis of Pancreas. W. K. Dicke. Maandschr. kinder- 
geneesk. 24:226-233 (July) 1956 (In Dutch) [Leyden, Nether- 
lands]. 


Dicke reports experiences with pancreatic substitution therapy 
in six children with cystic fibrosis of the pancreas. The diagnosis 
was established on the basis of infantilism, steatorrhea, and the 
results of duodenal intubation and of the determination of the 
amino acid content of the blood. The digestive process of chil- 
dren with pancreatic fibrosis is greatly improved by the adminis- 
tration of pancreas powder during meals. Although it might be 
assumed that a tablet with an acid-fast cover would be more 
effective for pancreatic substitution therapy than a pancreatic 
powder, it was found that in the children with cystic fibrosis of 
the pancreas a powder was more effective than tablets. Standard- 
ization of pancreas powder is essential. The general condition of 
children with this disorder improves greatly under the influence 
of treatment with pancreas powder, whereas it has proved im- 
possible to keep them alive with antibiotics alone. 
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Oversize Fetuses and Their Development After Birth. B. Wen- 
nerberg. Nord. med. 56:985-987 (July 12) 1956 (In Swedish) 
[Stockholm, Sweden]. 


Of 15,017 children born between 1938 and 1953, 72, or 0.48%, 
were oversize, with a birth weight of 5,000 gm. (12.1 Ib.) or 
more. The perinatal mortality was almost 10%. If the oversize 
infants survive the greater risks at parturition, there is no 
difference between their physical and mental development and 
that of infants of more normal birth weight, as shown by the 
follow-up of 59 infants oversize at birth. The parents were of 
normal weight and height, but in 10 of 51 cases one of the 
parents had been oversize at birth. There was no case of diabetes 
among the parents. 


Hemorrhagic Diathesis in Children: Follow-Up Examination. 
T. Friis and P. Paerregaard. Danish M. Bull. 3:108-111 (July) 
1956 (In English) [Copenhagen, Denmark]. 


The prognosis for hemorrhagic diathesis in children is relative- 
ly good and seems to be somewhat better in the nonthrombo- 
penic than in the thrombopenic cases. The follow-up examina- 
tion of 64 children with hemorrhagic diathesis was carried out 
after an observation period of an average of four and one-tenth 
years. Only six patients showed signs of tendency to bleeding. 
Three patients had died, two from hemorrhage. 


Hypertrophic Pyloric Stenosis. A. Backman. Nord. med. 56:1026- 
1028 (July 19) 1956 (In Swedish) [Stockholm, Sweden]. 


Of 34 cases of pyloric stenosis treated in the children’s de- 
partment of the Maria Sjukhus in Helsinki from 1949 to 1955, 
28 were in boys and 6 in girls. The symptoms usually set in dur- 
ing the second or third week of life. In most cases the diagnosis 
of hypertrophic pyloric stenosis was verified by roentgen exami- 
nation. Medical treatment was given in 21 cases, with one death; 
surgical treatment in 13 cases resulted in four deaths. However, 
the statistics give a wrong picture, as four of the deaths occurred 
in 1949, when a severe epidemic of diarrhea was raging among 
infants in Helsinki. When the diagnosis of hypertrophic pyloric 
stenosis has been established, medical treatment with methyl 
scopolamine nitrate should be given. At the same time possible 
disturbances in fluid balance are to be treated. Surgery should 
not be resorted to unless the medical treatment proves unsuccess- 
ful and should preferably be performed in a clinic specializing 
in pediatric surgery. 


UROLOGY 


Considerations on the Therapy of Bilateral Lithiasis of the Kid- 
ney. M. Sorrentino. Riforma med. 70:729-733 (June 30) 1956 
(In Italian) [Naples, Italy]. 


The author subdivides lithiasis of the kidney into two types, 
benign and malignant. Benign lithiasis is that type that does not 
seriously damage the kidney in which the calculi are located and 
whose effects on the other kidney are not grave. To the group of 
malignant lithiasis belong those forms that have a rapid and 
severe effect on the kidney in which they are located and whose 
effects on the other kidney are severe. Malignancy is determined 
by the precocity and extent of the lesions, the number of the 
calculi, the recurrences of the calculosis, and bilateral calculosis. 
Bilateral lithiasis of the kidney is a systemic disease as well as a 
disease of the particular organ involved. A general study from 
the endocrine and metabolic points of view is therefore neces- 
sary. Prophylactic therapy is always useful in order to prevent 
relapses even if it is not possible to detect a definite hyperfunc- 
tion of the parathyroid. When radiological and laboratory re- 
searches indicate a definite hyperfunction of the parathyroid, 
surgical intervention is advisable. Research to determine whether 
a lack of vitamin A is present in the blood must always be made. 
The amount of vitamin A that would be considered sufficient for 
a normal person would not be so for a person with dysfunction 
of the liver. Once bilateral calculosis has been demonstrated, 
surgery should be performed as soon as possible with a method 
as adequate and as economical as possible. The author has had 
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unexpected results even when he has operated with little or no 
hope of getting positive results. Nephrectomy should be per- 
formed only in cases of extreme necessity. Nephrostomy should 
be performed, and the calculi should be removed. In case of 
bilateral lithiasas the more severely damaged kidney should be 
operated on first. If nephrectomy becomes necessary, the more 
severely damaged kidney should be removed. The less severely 
damaged kidney is to be operated on after a length of time 
depending on the general condition of the patient and the 
recovery of the kidney that was operated on first. Medical treat- 
‘ment cannnot take the place of surgical treatment, but it can be 
complementary to it. In the postsurgical treatment the following 
medicines should be considered: vitamin A, small doses of in- 
sulin, drugs for the protection of the liver, liver extracts, kidney 
nutritive substances, vitamins of the B group, mild diuretics, 
and large quantities of water. 


Anorchism Without Eunuchism. R. D. Amelar. J. Urol. 76:174- 
178 (Aug.) 1956 [Baltimore]. 


The case reported concerned a 19-year-old man, who was 
referred to a U. S. Air Force Hospital for the treatment 
of supposed bilateral cryptorchism. He was 71.5 in. tall, 
weighed 141 Ib., and had a high-pitched voice. There was no 
evidence of testes in the scrotal, inguinal, thigh, or perineal 
regions, Rectal examination revealed the prostate to be small, 
firm, and symmetrically developed, and the seminal vesicles were 
not palpable. The impression was that the patient had bilateral 
abdominal cryptorchism. Bilateral inguinal exploration and an 
exploratory laparotomy established bilateral anorchism. Acrylic 
testicular prostheses were inserted into each scrotal cavity for 
their cosmetic effect. Congenital bilateral absence of the testes 
is generally considered as synonymous with eunuchism. The 
psychosexual development of this patient along masculine lines 
with normal male sexual urges and the ability to have ejaculations 
is attributed to the occurrence of extratesticular interstitial 
(Leydig) cells found scattered in islands along the wolffian duct 
structures in the patient’s inguinal canals. 


The Prognostic Significance of an Elevated Serum Acid Phos- 
phatase Level in Advanced Prostatic Carcinoma. E. J. Ganem. 
J. Urol. 76:179-181 ( Aug.) 1956 [Baltimore]. 


A recent clinical investigation of patients with advanced pro- 
static carcinoma too extensive for cure by radical prostatectomy 
revealed that 5-year survival rate varied widely from 59% to 0% 
depending on the presence or absence of hydronephrosis, bone 
metastases, and an elevated serum acid phosphatase level. These 
figures applied to patients treated by orchiectomy and estrogenic 
hormones. The author investigated the influence of acid phos- 
phatase levels on prognosis in 145 patients with advanced 
prostatic carcinoma. An acid phosphatase level of 3.1 Gutman 
units or more was considered elevated, and a level of 3.0 or less 
was considered normal. All of the patients had been subjected 
to bilateral orchiectomy, and this operation had been followed 
by treatment with estrogenic hormones. Of 84 patients with a 
normal acid phosphatase level, 71 did not have and 13 did have 
metastases; and of the 61 with an elevated acid phosphatase level 
33 did not have and 28 did have metastases. The 5-year sur- 
vival rate among the 33 patients with elevated serum acid 
phosphatase levels but without demonstrable bone or lymph node 
metastases was 31% as compared to the group of 71 patients with 
normal acid phosphatase levels without metastases in whom the 
5-year survival rate is 46.8%. The author concludes that if a 
patient with advanced prostatic carcinoma has no demonstrable 
bone or lymph node metastases but has an elevated acid phos- 
phatase level, his chance for 5-year survival is significantly less 
than that of a patient with a normal acid phosphatase level, 
provided the patient with the normal level is treated by orchi- 
ectomy and stilbestrol therapy and survives intercurrent disease. 
Observations on 28 patients with elevated acid phosphatase levels 
and metastases further revealed that an elevated acid phos- 
phatase level in patients with bone metastases is a poor prog- 
nostic sign and indicates a shorter survival than does a normal 
acid phosphatase level when the accompanying treatment is 
bilateral orchiectomy and stilbestrol therapy. 
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INDUSTRIAL MEDICINE 


Treatment of Methemoglobinemia. A. F. Mangelsdorff. A. M. A. 
Arch. Indust. Health 14:148-153 (Aug.) 1956 [Chicago]. 


The inhalation of the fumes or dust of the aromatic nitro or 
amino compounds and the ingestion of or contact by skin 
absorption with any of these compounds may result in a chemical 
change of the blood oxyhemoglobin into methemoglobin, the 
presence of which in the blood stream gives the patient a cya- 
notic appearance. In mild cases of poisoning caused by aromatic 
nitro or amino compounds in patients with 30% or less methemo- 
globinemia a preliminary method of:treatment practiced at the 
medical department of the American Cyanamid Company in 
Bound Brook, N. J., consists of bed rest, sweetened drinks, advice 
regarding abstinence from alcoholic drinks, and watchful care. 
In patients with more than 30% methemoglobinemia a decision 
is required as to further treatment. Three illustrative cases are 
described in patients with methemoglobinemia of from 43 to 
50%, in whom the methemoglobin blood level dropped below 
10% in less than 20 hours and continued to fall, although a 
“watchful waiting” attitude was assumed and no additional 
treatment was given. In cases of this type it is, however, neces- 
sary to follow the course of the methemoglobinemia by frequent- 
ly repeated blood samples in order to give additional treatment 
at once, if necessary. 

When the methemoglobin level is above 50%, a method of 
treatment is used that consists, in addition to the described pre- 
liminary treatment, of the intravenous administration of 1,000 cc. 
of a 5% dextrose solution. Three cases of poisoning caused by 
phenylhydroxylamine, paranitroaniline, and paratoluidine, re- 
spectively, are described in patients with methemoglobinemia 
of from 50 to 73% whose responses to this method of treatment 
were characteristic in that the rate of conversion from methemo- 
globin to oxyhemoglobin was slightly faster when intravenously 
administered dextrose was used to speed up the normal reversi- 
ble process. Eighteen hours were required by the “watch and 
wait” procedure for obtaining a methemoglobin level below 10%. 
Approximately the same time was required by the method of 
intravenous administration of dextrose for obtaining the same 
result, although the original methemoglobin level was higher by 
approximately 20%. 

The case of a seventh patient with poisoning from aniline oil 
is described. After the preliminary therapeutic procedure had 
been carried out, his methemoglobin level was stil] 52%. Ten 
cubic centimeters of a 1% solution of methylene blue was given 
intravenously, and five hours were required to obtain a result 
similar to that obtained with the two other methods of treatment. 
Because reconversion of mild methemoglobinemia to normal 
usually occurs within 20 hours, no drastic treatment is necessary. 
Experimental work carried out by other workers has shown that 
the indiscriminate use of methylene blue may cause destruction 
of red blood cells with a resulting progressing anemia and that 
some of the blood pigment may become lodged in the kidney or 
urinary bladder. Methylene blue or other reducing compounds 
should, therefore, be used only in severe cases of methemoglobin- 
emia and then with caution. 


The Promazine Treatment of Alcoholism: A Preliminary Report. 
F. A. Figurelli. Indust. Med. 25:376-380 ( Aug.) 1956 [Chicago]. 


Chlorpromazine is likely to induce severe hypotension, and 
this is especially serious in view of the unstable vasomotor mecha- 
nism of the alcohol addict. There is a definite risk of a precipi- 
tous fall in blood pressure in the acutely inebriated if more than 
50 mg. of chlorpromazine is administered over a four-hour period. 
Parkinsonism has been observed after the continuous administra- 
tion of chlorpromazine; patients complain of severe pain after 
intramuscular injection; and allergic cutaneous eruptions have 
been the source of complaints. These and other factors induced 
the author to try promazine (dimethylamino-n-propylphenothia- 
zine), which is said to produce similar pharmacological effects 
but less intoxication than chlorpromazine. It is now realized that 
the chlorine radical is unnecessary for the ataractic effect. 

The author presents observations on 54 consecutive unselected 
clinic patients (48 men and 6 women) in whom promazine was 
used in the treatment of alcoholism. All had been drinking a 
number of years. Many had been admitted on several previous 
occasions, sometimes as often as three or four times a year. 
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Twenty-four had active and 16 impending delirium tremens. 
The other 16 were acutely inebriated. Some were noisy, belliger- 
ent, and difficult to manage; others were tremulous, nervous, 
and nauseated, or drowsy and stuporous, later becoming violently 
active. The first 13 patients received the routine treatment for 
alcoholism initially (laxatives, high colonic irrigations, conven- 
tional sedatives ), and two were given chlorpromazine by mouth, 
with no results. Promazine therapy was then instituted. In 39 
promazine therapy was started immediately on admission; no 
other medicaments were used. The dose of promazine was 
standardized at 100 mg. by mouth four times a day. Five of the 
acutely inebriated patients recovered after only two doses of 
100 mg. administered over a 12-hour period (overnight). They 
slept soundly and were able to return to their jobs the following 
morning. Nine patients required three to seven doses. These, too, 
slept throughout the night and were discharged late the follow- 
ing day in condition to resume work. Thirty-one patients re- 
quired from 8 to 16 doses over a period of from two to four days. 
Ten patients who were violently ill and suffering from severe com- 
plications required 19 doses or more. Two of these (one with 
Korsakoff’s syndrome and one with cirrhosis of the liver), both 
of whom had pneumonia and asthma, remained under treatment 
for 10 and 12 days, respectively, after which they were trans- 
ferred to other wards for further treatment of their medical 
problems. The average duration of acute symptoms was 2.1 days 
and the average hospital stay 3.3 days. There were no side- 
effects. All were able to return to work unless prevented by 
complicating illnesses. Promazine is non-habit-forming and may 
be used by the family physician for the care of the alcoholic at 
home. Alcoholism can now be treated in the general hospital and 
delirium tremens in the regular medical wards. 


THERAPEUTICS 


Palliation of Carcinomatosis with Ascites by Means of Hemisulfur 
Mustard (2-Chloro-2’-Hydroxydiethy! Sulfide). A. M. Rutenburg 
and A. M. Seligman. New England J. Med. 255:361-368 ( Aug. 
23) 1956 [Boston]. 


A preparation of 2-chloro-2’-hydroxydiethyl sulfide (hemi- 
sulfur mustard ) was administered to 30 patients with inoperable 
cancer. Patients selected for treatment were inoperable and 
unsuitable for radiation or had received the maximum dose of 
radiation or had become refractory to further radiation therapy. 
Most of the patients were in the terminal stage of their disease. 
All had either palpable masses readily accessible to biopsy or 
other objective evidence of the extent of their disease such as 
ascites, pulmonary or skeletal metastases, or tumor cells in the 
peritoneal or pleural exudate. Hemisulfur mustard was supplied 
in solation in dry ether in sealed glass ampuls, which were stored 
at —10 to —20 C. The concentration in each batch of ampuls 
varied from 90 to 120 mg. pe: milliliter. At the bedside the 
dry-ether solution equivalent to about 100 to 400 mg. of hemi- 
sulfur mustard was withdrawn with a needle and syringe from 
the ampul and immediately added to 50 ml. of sodium chloride 
solution (0.85%) and vigorously agitated by aspiration with some 
air into a 50-ml. syringe. The resulting opalescent solution was 
then rapidly injected (within 60 seconds) through polyethylene 
tubing that had been inserted into the superior vena cava via the 
brachial vein. After the injection the tubing was flushed with 
sodium chloride solution (0.85%). The polyethylene tubing was 
kept patent by the injection of heparin. 

The toxic reactions seen after treatment consisted of nausea, 
vomiting, malaise, and tremor. Fourteen of the 30 patients 
treated were temporarily benefited. The best results were 
achieved in patients with ovarian carcinoma and peritoneal 
carcinomatosis and in one patient with a mixed mesodermal 
tumor of the endometrium. Palliation consisted of decreased 
formation of ascites, decrease in size of tumor masses, decrease 
in pain, and increase in appetite, strength, and sense of well- 
being. The longest remission of symptoms observed in one pa- 
tient was 29 months. 
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Psychoses After Barbiturate Acid Antidote (Megimide, Gluta- 
misol). J. Kjaer-Larsen. Ugesk. laeger 118:768-773 (July 5) 
1956 (In Danish) [Copenhagen, Denmark]. 


Psychoses after administration of Glutamisol, which have not 
been described previously, occurred in 15 of 50 patients treated 
with this agent for acute barbiturate intoxications. The psychoses 
resemble spontaneous abstinence psychoses and were seen mainly 
among misusers of barbituric acid and in some patients with 
long-continued acute intoxication following administration of 
therapeutic doses of barbituric acid, most often after large doses 
of Glutamisol. The psychoses are regarded as exogenic reactions 
provoked by Glutamisol. While benign, they were unpleasant 
experiences for both the patients and their families. The risk of 
psychosis does not constitute a decisive contraindication for 
Glutamisol, but calls for observance of strict indications and 
particularly for care in the case of misusers of barbituric acid. 


Experiences with Megimide in Treatment of Barbituric Acid 
Intoxication. A. Louw and L. M. Sonne, Ugesk. laeger 118:761- 
768 (July 5) 1956 (In Danish) [Copenhagen, Denmark]. 


In Bispebjerg Hospital, from September to December, 1955, 
24 patients, aged from 24 to 82, with grave barbituric acid 
intoxication were treated with Megimide given by intravenous 
infusion. Most of the cases were pure barbiturate intoxications. 
Almost all the cases were grave, as evidenced by the clinical 
condition and the barbituric acid content in the blood. Megimide 
proved to be a potent stimulant of reflex activity and respiration 
and an important agent for bringing the patients into a safe state. 
It did not shorten the duration of coma or increase the rate of 
elimination of barbiturate from the blood. In three cases there 
were light, transient attacks of tonic-clonic convulsions and in 
six cases transient psychic disturbances appeared from one to 
three days after return of consciousness. Megimide may possibly 
have both an antidotal effect and an effect through cerebral 
stimulation. It does not cause the increased blood pressure or 
hyperpyrexie seen on application of central analeptics and does 
not seem to lead to increased oxygen consumption in the brain 
tissue. It can therefore be regarded as a valuable addition to the 
agents available for the treatment of hypnotic intoxication. 


RADIOLOGY 


Infantile Arteriosclerosis. H. S. Weens and C. A. Marin. Radi- 
ology 67:168-174 ( Aug.) 1956 [Syracuse, N. Y.]. 


Approximately 40 cases of infantile arteriosclerosis have been 
reported, but the large majority of these cases were discovered 
at autopsy. The authors report clinical, radiological, and patho- 
logical studies on two infants with arteriosclerosis. A boy was 
hospitalized at the age of 10 months because of progressive loss 
of weight and enlargement of the abdomen. The essential find- 
ings on physical examination were emaciation, abdominal dis- 
tention, and a small umbilical hernia. Roentgenograms of the 
long bones revealed a delicate but widespread calcification of 
the arteries that was most pronounced throughout the soft tissues 
of the forearm and lower extremities. Hypertension was demon- 
strated. After discharge and improvement, the child was read- 
mitted at the age of 16 months with edema of the lower 
extremities. Emaciation and abdominal distention had progressed 
considerably. In spite of supportive therapy, the patient died on 
the fifth hospital day. At autopsy the heart showed marked hyper- 
trophy of the left ventricle. On microscopic examination, the 
medium-sized arteries of the heart showed a patchy calcification 
of the media, with intimal proliferation leading to diminution of 
the vascular lumina. Various degrees of fragmentation were 
noted in the internal elastic membrane of these vessels. The 
predominant cause of death in the second infant appeared to 
have been an intracranial hemorrhage. It remains conjectural to 
what extent the widespread arterial disease contributed to the 
intracranial complications and fatal outcome. The case showed 
that the arterial changes may be demonstrated on the roentgeno- 
grams of the upper extremities. 
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Infantile arteriosclerosis has been recognized in renal diseas~, 
hyperparathyroidism, and vitamin D intoxication. Similar arteri.| 
changes have also been noted in progeria, in which the arterio- 
sclerotic process is associated with extensive growth disturbances 
and profound metabolic changes. Infantile arteriosclerosis his 
been observed also in children in whom no obvious etiologic: 
factors were apparent. The principal morphological changes of 
the arteries in these children are a disorganization of the internal] 
elastic membrane accompanied by deposition of lime salts in its 
proximity, Concurrently a marked fibroblastic proliferation of 
the intima takes place, which may attain such proportions that 
the involved vascular lumen becomes markedly narrowed or 
even obliterated. The majority of children with this disorder 
were less than a year old or even newly born. The onset of 
symptoms was often sudden, particularly in those with severe 
coronary artery disease; they had cyanosis, dyspnea, and lethargy 
suggesting acute cardiac failure. In others, in whom there was a 
more subacute or chronic course, the clinical picture was largely 
that of impaired health with anorexia, vomiting, weight loss, and 
general debility. The clinical symptoms are not usually charac- 
teristic enough to permit a diagnosis of this disease entity, but 
the roentgen examination should make it possible to recognize 
the condition during life. In all cases of unexplained heart failure 
and cardiac enlargement in infancy and childhood, as well as in 
debilitating diseases of unknown etiology, calcification of the 
arteries should be searched for by proper radiological studies. 


The Roentgen Aspects of Necrotizing Renal Papillitis. R. E. Otto- 
man, J. H. Woodruff Jr., S. Wilk and F. Isaac. Radiology 67:157- 
167 ( Aug.) 1956 [Syracuse, N. Y.]. 


Acute necrosis of the renal papillae has been described under 
a number of different terms such as “renal papillary necrosis,” 
“renal medullary necrosis,” “necrotizing papillitis renis,” and 
“Giinther’s necrosis.” It occurs most frequently as a complication 
in patients with diabetes mellitus and acute pyelonephritis. Less 
frequently it complicates obstructive uropathy with superim- 
posed infection. Ottoman and his associates review the roentgeno- 
logic observations reported in the literature and report their own 
studies on eight patients in whom they performed pyelography. 
The onset of complicating papillary necrosis should be suspected 
in any patient with diabetes mellitus or obstructive uropathy 
whose clinical condition suddenly becomes worse and in whom 
there is a decrease in urinary function and a rapid rise in the 
blood urea nitrogen level. Laboratory studies usually reveal 
microscopic or gross hematuria, albuminuria, glycosuria in the 
diabetics, bacilluria, frequently decreasing urinary function, and 
a rising blood urea nitrogen or nonprotein nitrogen level. 

A film of the abdomen with the patient supine will show en- 
larged outlines, which, however, will also be seen in a number of 
other disorders. The value of the excretory urogram is limited, 
because of the poor renal function associated with papillary 
necrosis, but the process has been demonstrated with the aid of 
adequate lower abdominal compression. Retrograde pyelography 
is the methad of choice. This procedure can best be relied upon 
to fill any fistulas or channels and to demonstrate the degree of 
cavitation or sequestration. As bland an opaque medium as 
possible should be used, with only low-grade pressure, in filling 
the urinary tract, so as not to precipitate necrosis within inflamed 
papillae. The eight patients with necrotising renal papillitis sub- 
jected to pyelographic studies showed the following roentgeno- 
logic changes: calyceal haziness or lack of sharpness; ulcerative 
or erosive papillary changes; intramedullary or intrapapillary, 
(ring shadow) sinus formation; parenchymal cavitation with 
communicating sinuses; amputated calyces; extruded papillae 
with secondary club-like papillary fossa, ureteral or calyceal 
obstruction, or intrapelvic filling defect; narrow infundibula, 
occasionally showing a “moth-eaten” margin; decreased urinary 
function (in the intravenous pyelugram); and enlargement of 
the renal silhouette. Diagnosis of necrvtizing renal papillitis can 
be made with a considerable degree of accuracy by retrograde 
pyelography and more exactly by histological examination of 
portions of the sloughed papilla either passed in the urine or 
found in the bladder in the course of cystoscopy. Earlier and 
more frequent recognition of this complicating process will per- 
mit more prompt institution of effective therapeutic procedures. 
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BOOK REVIEWS 


Anatomy for Surgeons. Volume 2: The Thorax, Abdomen, and Pelvis. 
By W. Henry Hollinshead, Ph.D., Professor of Anatomy, Mayo Foundation, 
University of Minnesota, Rochester. Cloth. $20. Pp. 934, with 1109 illustra- 
tions. Paul B. Hoeber, Inc. (medical book department of Harper & Brothers), 
49 E. 33rd St., New York 16, 1956. 


This book is an anatomic presentation of regional anatomy 
of the thorax, abdomen, and pelvis, designed for the student 
of surgery—pupil or master. The author attempts to present a 
mixture of classical anatomy flavored with a discussion of “those 
details upon which the more mature surgeon, consciously or 
unconsciously, bases his daily work; second, to provide for the 
more mature surgeon a refresher for those details which are, 
perhaps, slightly outside his own field of interest, and a source 
of ready reference to the details which, although lying in his 
own field, he cannot expect to keep constantly in mind.” Each 
chapter has been organized so that it can be read as a whole 
or in part, depending on the surgeon’s immediate requirements. 
Volume 1, on the head and neck, accomplished this purpose 
admirably; it was reviewed in THE JouRNAL (157:400 [Jan. 22] 
1955). 

Although the author achieves fairly well what he sets out to 
do, there are certain areas in which more extensive illustrations 
would be useful, even to the mature surgeon, especially on the 
subjects of the breast and the alimentary tract with reference 
to the lymphatic distributions in particular. He has not taken 
advantage of the more recent observations on the breast by 
Handley (1954) and the observations on the lymphatic and 
venous drainage of this organ as related to the radical or ex- 
tended radical mastectomy. The illustrations of the trachea and 
bronchial tree, the pulmonary segments, the heart, and the 
great vessels are presented in greater detail and with more 
recent references than are those of the breast. The vagus nerves 
are discussed and illustrated, but with a few surgical features 
not clearly presented or well illustrated. The abdominal wall 
and inguinal region are well described and accurately illus- 
trated, especially inguinal hernia, although more detailed and 
less schematic drawings would be useful in a few instances. 
The abdominal viscera and peritoneum are accurately described 
but lack practical illustrations bearing on surgical incisions, 
operative exposures to the subphrenic spaces, and the lesser 
peritoneal cavity, spleen, pancreas, stomach, and colon. This 
may be more disadvantageous to the student than to the mature 
surgeon. On the other hand, discussion and illustrations relative 
to the treatment of portal hypertension and the biliary tract 
are more extensive and very helpful. The blood supply to the 
stomach, duodenum, spleen, liver, small intestine, and colon 
is well illustrated. Gerota’s fascia and its relationship to the 
kidney is discussed but unfortunately not well enough illus- 
trated to be easily understood. Renal anomalies are extensively 
discussed and illustrated, as is the rest of the genitourinary 
tract, except for the surgical landmarks essential to identifica- 
tion of the ureters from various surgical exposures. The rectum 
is described and illustrated according to past prevailing views; 
the very recent British work is not included, however. The 
chapters dealing with the perineum, prostate, and female 
pelvis are adequate. 

The text suffers less than the illustrations. The latter in 
many instances are too schematic to be as useful as required by 
most surgeons. Preceding the text of each chapter is a full-page 
illustration of the region under discussion. None of these are 
labeled, which limits their value largely to one of decoration. 
The text, too, suffers slightly by comparison with that of volume 
1, for, in the extensive use of references in this volume, the 
author loses to some extent the basic and established principles 
of anatomy in the more elaborate discussion of some of the 
less important and controversial areas. However, the references 
to such works serve as useful guides to the surgeon wishing 
more detailed information. With the growing interest in the 


These book reviews have been prepared by competent authorities but 
do not represent the opinions of any medical or other organization unless 
Specifically so stated. 


surgery of cancer, the surgeon often searches for a discussion 
and illustration of the lymph glands and the lymphatic circula- 
tion as a whole. Although the lymphatics are discussed region- 
ally, it would be helpful if the subject were dealt with in its 
entirety. This book can be recommended as a reference for the 
surgeon, but until revised it does not equal some other similar 


textbooks. 


A Manual of Practical Obstetrics. By the late O’Donel Browne, M.B., 
M.A.O., M.A. Edited and largely rewritten by J. G. Gallagher, M.D., 
M.A.O., F.R.C.P.1., Assistant Gynaecologist, Mater Hospital, Dublin, Ire- 
land. Third edition. Cloth. $7.50. Pp. 265, with 203 illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2; John 
Wright & Sons, Ltd., 42-44, Triangle West, Bristol 8, England, 1956. 


This is a compendium-type book designed for the general 
practitioner in Ireland. The original edition was published 20 
years ago by Browne; the present edition has been revised by 
Gallagher. During and following World War II, there appeared 
in the American market numerous specialty compends, which 
were useful mainly as outline reviews for young men deprived 
of the detailed larger textbooks and for a quick “brush-up” 
for specialty and state-board examinations. For the American 
physician, these are preferable to the volume reviewed. Drugs 
not in common use in America are recommended by name, 
whereas general terms, such as a mild sedative, an antiseptic 
solution, a sulfonamide, or an antibiotic, would have been pre- 
ferred. The single doses of pituitary extract suggested for in- 
ducing labor are far too large, and the use of seaweed tents and 
bougies to induce labor should be abandoned. Line drawings in 
reasonable number illustrate the text, but no readily discernible 
reason exists for showing one forceps blade applied with the 
patient in the lateral prone position, the other with her in 
the dorsal position. The book is not recommended for use in 
America. . 


Borderlands of the Normal and Early Pathologic in Skeletal Roentgenol- 
ogy. By Prof. Dr. Alban Kohler. English translation arranged and edited by 
James T. Case, M.D., D.M.R.E., Director, Memorial Cancer Foundation, 
Santa Barbara, Calif. Tenth edition by Dozent Dr. E. A. Zimmer. Cloth. 
$24.50. Pp. 723, with 1282 illustrations. Grune & Stratton, Inc., 381 
Fourth Ave., New York 16; 99 Great Russell St., London, W.C.1, England, 
1956. 


This book is a real classic in the field of skeletal roentgen- 
ology. Dr. Zimmer, always preserving the Kohler tradition, 
has ably rewritten and augmented the 10th edition. The fact 
that this is the 10th edition and that there are translations 
into French, Spanish, and Italian indicates the wide significance 
of this work. It is difficult to conceive of any normal or variant 
of normal pertinent to the skeletal system that is not included 
here. All the conditions are well illustrated, with concise 
captions. The bibliography has been augmented by Dr. Case 
to include appropriate references to English-language periodi- 
cals. This book is a joy not only to the radiologist but also to 
any physician, particularly the orthopedist, interested in trauma 
and diseases of the skeletal system. The basic and funda- 
mental importance of the information so completely compiled 
in this work cannot be overemphasized and makes the book 
an essential reference work for any medical library. 


Physical Diagnosis. By Ralph H. Major, M.D., Professor of Medicine and 
of History of Medicine, University of Kansas, Kansas City, and Mahlon H. 
Delp, M.D., Professor of Medicine, University of Kansas. Fifth edition. 
Cloth. $7. Pp. 358, with 536 illustrations. W. B. Saunders Company, 218 
W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
W.C.2, England, 1956. 


This edition appears five years after the fourth edition. The 
chapter on history-taking has been placed, appropriately, at 
the beginning of the book. In a subject as vast as that of the 
approach to the patient, there are bound to be minor omissions, 
but, in general, this textbook covers the field adequately. The 
paper is good, the illustrations are well reproduced, and typo- 
graphical errors are few. This textbook may be recommended. 
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QUERIES AND MINOR NOTES 


NOISE IN INDUSTRIAL PLANT 


To THE Eprror:—An industrial plant using hammers and forging 
equipment is considering an investigation of the hearing of 
employees. Their surgeon has asked for help in outlining a pro- 
gram for the examination of employees and also alleviation of 


some of the noise. M.D., Pennsylvania. 


ANSWER.— Medical supervision of workers exposed to excessive 
noise involves careful examination, employee counseling, and 
proper job placement. Examination should be made prior to em- 
ployment, periodically thereafter, and at time of termination to 
determine and record existing hearing loss and related disorders. 
Permanent records should be made. Prior to the original examina- 
tion it is desirable to obtain a detailed history from the appli- 
cant, inquiring particularly into noise exposures in previous jobs 
as well as in military service. The medical phase of the inquiry 
should embrace aural pain, drainage, ear injury, surgery (ear or 
mastoid ), head injury with unconsciousness, tinnitis, and deaf- 
ness in the immediate family. 

Medical examination requires more than usual attention to 
malformation of the external ear or canal, obstruction or drain- 
age, perforation or scarring of drumhead and obstruction of the 
eustachian tube, supplemented by subjective tests of hearing 
acuity. Pure tone audiometry by air conduction only is used in 
making industrial screening tests. Screening examinations for 
placement purposes involve tests of hearing thresholds at the fol- 
lowing frequencies—500, 1,000, 2,000, 4,000, and 6,000 cps. 
Most audiometers include frequencies of 125, 250 and 8,000 cps, 
but these are not essential for industrial needs. A permanent rec- 
ord (audiogram ) should be made of each audiometric test, prop- 
erly identified as to name of subject, date, and name of person 
giving test. 

In audiometric testing, best results indicative of true hearing 
acuity are obtained if tests are made before the beginning of 
noise exposure. This would be at the start of the shift and, even 
better, after a week end away from work. This is due to tempo- 
rary threshold shift, in which the hearing acuity is poorer after 
exposure to noise and better after some hours of absence from 
noise. Therefore, the true base line of acuity (and loss, if any ) 
should be established under the most accurate conditions, when- 
ever possible. The room in which audiometric testing is con- 
ducted must be as free from noise as possible, in order that some 
sort of standard testing conditions are established. There is little 
or no masking effect if ambient noise in the test room is kept be- 
low 50 db. A test room with 40 db. of ambient noise is preferable. 
In many industrial situations it will be difficult to find such a 
suitable room, and it may be necessary to construct a special 
room for this purpose. Prefabricated quiet rooms are available 
commercially. 

Transfer of a worker from a non-noisy job to one that is poten- 
tially harmful should be preceded by an examination conducted 
with the same detail as a preemployment examination. Periodic 
examinations of workers are important after placement in a noisy 
environment. These periodic tests may be confined largely to au- 
diometric tests for detection of early evidence of hearing damage 
or fatigue due to previously unsuspected sensitivity. Reexamina- 
tions should be made about 30 days after placement, to test for 
possible early effects of noise, and at semiannual or yearly inter- 
vals thereafter. The physician should interpret and evaluate the 
various medical data relating to each individual. He should de- 
termine the existence of hearing loss or pathological disorders of 
the ear, the need for referral to the worker’s personal physician 
or to an otologist, the desirability of rehabilitation through the 
use of hearing aids, vocational or other training, and proper job 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous cor:- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 


placement of workers. The applicant with a detected hypersensi- 
tivity to noise should not be so exposed, whereas the otherwise 
qualified deaf individual would be ideal because of the absence 
of any possibility of further damage to his hearing. 

The ideal method of preventing noise damage to the ear is 
by control or reduction of the noise at its source by engineering 
methods. This is often difficult to achieve in industry and requires 
the best engineering talent as well as considerable ingenuity. 
Noise measurement and analysis are essential steps in the contro] 
endeavor. When noise control is not feasible or is only partially 
successful, it may be necessary to resort to protection of the 
workers through the use of suitable ear plugs, ear muffs, or hel- 
mets. Personal protective devices designed to reduce the amount 
of noise reaching the auditory nerve also call for medical super- 
vision, This is especially true of those devices that must be placed 
in the auditory canal. Sanitation and personal hygiene require 
that such devices be personal. In addition to advising on the hy- 
gienic problems involved, the physician may also aid in the edu- 
cation program that will be necessary to get full acceptance from 
the workers of the need for noise protection. 


CONTROL OF ALGAE IN SWIMMING POOLS 
To THE Epiror:—What is the best algicide for use in a swim- 
ming pool? It does not have to be anything that is used repeat- 
edly, because we usually change the water every week. 
Darius Gray Ornston, M.D., Philadelphia. 


ANSWER.—Many chemicals are marketed for control of algae 
in swimming pools. Their effectiveness as algicides depends 
frequently on the amount used, the method of application, and 
the particular kinds of algae present. One of the algicides com- 
monly used is copper sulfate, but it must be applied correctly 
and in the right concentration. If the algae are distribiited 
through the water and not attached to the sides or bottom of 
the pool, the copper sulfate can be placed in a loose bag such as 
one made of burlap. The bag is then dragged or moved through 
the water just below the surface until the algicide has dissolved. 
About 2 ppm of commercial copper sulfate is sufficient to control 
the common planktonic algae found in many swimming pools. 
By applying 2.5 oz. by weight of copper sulfate for every 10,000 
gal. of water in the pool, approximately that concentration is 
obtained. The treatment is most effective if applied before the 
algae become so abundant as to be visible. Where the water in 
the pool is changed each week, one treatment each time the pool 
is filled would be adequate. For control of algae attached to the 
walls, a treatment is applied when the pool is drained. As much 
of the growth as possible is scrubbed off, and then the walls are 
sprayed with a 5% solution of commercial copper sulfate. 

The active ingredients in other algicides include such chem- 
icals as chlorine, 2,3 dichloronaphthoquinone, quaternary am- 
monium compounds, rosin amines, colloidal silver, and 3- 
(p-chlorophenol )-1, 1-dimethylurea. Information available from 
local health authorities should be useful in determining the 
kind of algicide and the treatment permitted or recommended 
for swimming pools in any one locality. 


MATERNAL OXYGEN AND FETAL DISTRESS 
To THE Eprror:—It is a common obstetric practice to adminis- 
ter oxygen to the mother if fetal distress develops during 
labor, the rationale for this being that presumably increased 
concentration of oxygen helpful to the fetus results. Are there 
any factual or experimental data to support this? 
Joseph Rini, M.D., Springfield, Mass. 


ANsweR.—The oxygen administered to the mother is taken 
up by the blood plasma. The amount of increase is about 2%, 
but this is apparently sufficient to favorably affect the baby in 
utero. 
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SODIUM-FREE DIET 

To THe Eprror:—How long a period of time may a person be 
kept on a complete sodium-free diet? A patient with congestive 
heart failure has been on a sodium-free diabetic diet for many 
months without any significant side-effects. He is taking also 
digoxin, 0.25 mg. three times a day; aminophylline, 0.2 gm. 
three times a day; quinidine, 0.2 gm. three times a day; and 
potassium chloride, 10 grains twice a day. If sodium chloride 
is so important for the physiological process, why does this 
man have no complications from the above-named diet? 

Julian Movchan, M.D., Oakwood, Ohio. 


ANSWER.—Among animals, only a few ungulate species seek 
salt outside the diet. Some persons theorize that man should live 
like the great majority of animals and that the use of added salt 
is abnormal and even harmful. When necessary, the resorptive 
power of the kidneys can conserve sodium so that practically 
none is lost in the urine, and the elimination by skin and intestine 
is covered by the salts of natural foods. When there are excessive 
losses, as with profuse perspiration from heavy labor in a hot 
environment or, less often, with severe diarrhea, extra salt in- 
gestion is necessary to save life. Otherwise, the great mass of 
patients live comfortably on the most rigid sodium restriction 
even in hot weather. The drugs mentioned will not interfere, but 
drastic diuretics such as the mercurials might create serious salt 
deficiency. 


ITCHING AFTER A SHOWER 


To THE Eprror:—Immediately after taking a shower, a patient 
develops violent itching all over the body with no rash, last- 
ing about 30 minutes. Physical examination is negative, ex- 
cept for a history of allergy. What treatment would be of 
value in this condition? 


Harry R. Deane, M.D., St. Petersburg, Fla. 


ANsweR.—A_ generalized itch occurring immediately after 
bathing may be due to a number of causes, among which may 
be mentioned hypersensitivity to heat, cold, type of soap used, 
hardness of water, dryness of skin, and time of year, especially 
during cold weather. 

Treatment should be along the following lines: 1. Take an 
antihistamine in appropriate dosage one-half hour before bath. 
2. Rub mineral or vegetable oil over affected areas before 
bathing. 3. Change temperature of water used. If cold baths 
have been taken, change to warm. If relieved, gradually take 
cooler baths and vice versa. 4. Eliminate soap or change soap 
used or limit soap to areas such as groin, axillas, and feet. 
5. Take tub baths for a time, using water containing a soothing 
agent such as starch or oatmeal. 6. If skin feels dry, apply twice 
daily an ointment containing some lanolin or similar product. 
Hydrocortisone ointment or some similar steroid product may 
be used sparingly and only in severe cases. 


RETINITIS PIGMENTOSA 


To tHe Eprror:—Please discuss retinitis pigmentosa. When 
senile cataracts accompany the condition should they be re- 
moved? What improvement in vision might be expected by 
their removal when retinitis pigmentosa has been present for 


many years? M.D., New York. 


Answer.—Retinitis pigmentosa is an abiotrophic degeneration 
of the outer layer of the retina (rod and cone units) that usually 
begins in childhood and usually, but not always, progresses un- 
remittingly to blindness. Central vision is usually retained until 
the last. The disease has wide variation in its course and mani- 
festations; several subtypes are included under the name of 
retinitis pigmentosa. It is usually transmitted as a Mendelian 
recessive trait, but vitamin A deficiency and several toxic agents 
induce an end-stage similar to that of retinitis pigmentosa 
(iodoacetate ). There is no time-tested effective treatment for it, 
although various medicaments have been recommended from 
time to time; Dicumarol is the most recent of these (Leo and 
Lidman: Am. J. Ophth. 39:46, 1955). Whether a patient will 
profit by removal of senile cataracts depends on the extent of 
retinal disease and on the maturity of the cataracts. This would 
necessitate ophthalmologic evaluation of each case individually. 
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FRACTURE OF NAVICULAR AND RADIUS 


To tHe Eprror:—A 62-year-old woman was seen recently who 
had fallen and injured her left wrist. X-ray examination re- 
vealed recent fractures of both the navicular bone and the 
distal end of the radius on the same wrist. I have never seen 
these fractures occur together and can find no mention of it in 
the standard textbooks on fractures. | am treating the wrist as 
though the navicular alone had been broken, since my feeling 
is that this bone is likely to cause more trouble. 


Donald Meehan, M.D., Springville, N.Y. 


Answer.—If there is no displacement of the lower end of the 
radius, healing should take place without complications but it 
will require considerably more time than for a simple fracture 
of the radius. Immobilization in dorsal flexion and radial adduc- 
tion at the wrist with a light, smoothly applied, volar, molded 
plaster splint would be the treatment of choice. The abducted 
thumb should be included in the splint, but the splint should 
stop short to permit movement at the metacarpophalangeal 
joints of the fingers and at the interphalangeal joint of the 
thumb. 


STABILITY OF PENICILLIN 

To tHe Eprror:—To what degree is the potency of procaine 
penicillin reduced by carrying vials in the physician's bag dur- 
ing summer? How long, in the matter of days, after having 
heen in such a bag should a multiple dose vial of penicillin be 
discarded? M.D., Ohio. 


ANSWER.—Procaine penicillin in aqueous suspension is rela- 
tively stable. Tests show that it does not lose significant potency 
after being held at 98 F (37 C) for periods of up to three 
months, Even at temperatures of 48 C this preparation does not 
lose significant potency for a period of three weeks, For all prac- 
tical purposes, this drug may be carried during the entire sum- 
mer in a physician’s bag without fear of loss of significant 
potency. However, even though little or no loss of potency 
occurs, this preparation may thicken after prolonged holding at 
high temperatures, markedly decreasing syringeability. Procaine 
penicillin in oil with aluminum monostearate and dry procaine 
penicillin powder for injection are even more stable than procaine 
penicillin in aqueous suspension. 


SERUM IODINE LEVEL DURING PREGNANCY 
To tHe Epstror:—It has been said that elevated protein- 
bound iodine levels are to be expected in pregnancy. Are 
data available concerning the time that this increase occurs, 
its variance during the pregnancy, and the rate of return to 
normal post partum? 
Wallace C. Ellerbroek, M.D., Long Beach, Calif. 


ANswEeR.—The normal values of serum precipitable iodine 
during pregnancy range between 6.2 and 11.2 meg. per 100 cc. 
The normal range in nonpregnant women is 4 to 8 mcg. per 
100 cc. This elevation is physiological and is noted as early as 
three weeks after conception. It does not increase as pregnancy 
advances. It drops to the normal range after delivery (Man and 
others: J. Clin. Invest. 30:137, 1951). 


BAROMETRIC PRESSURE AND THE ONSET OF LABOR 

To THe Eprror:—Observation of many obstetric patients in two 
large hospitals has indicated that there appears to be some 
correlation between the onset of labor in patients at term and 
near term and a sudden, marked fall in atmospheric baro- 
metric pressure. Also it is known that in Leadville, Colo. (2 
miles above sea level), there is a high rate of premature births 
(highest in the United States). Surely the low barometric pres- 
sure is playing a role here. Have others observed this phe- 
nomenon? V. L. Hicks, M.D., Kansas City, Mo. 


Answer.—There is no proved association between a fall in 
barometric pressure and onset of labor. A sudden change of 
weather may, however, lead to a sudden apparent onset of or 
an increase in severity of preeclampsia and eclampsia. 
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TROPHIC ULCERS FOLLOWING HEAVY IRRADIATION 
To THE Eprror:—In reference to a query that appeared in the 
June 23, 1956, issue of THE JouRNAL, page 774, under the 
title of “Trophic Ulcers Following Heavy Irradiation,” I 
wish to advise that it is not always true that skin grafting 
over these areas will consistently fail. We have had a number 
of successful cases. A woman was first operated on in 1941, 
elsewhere, for adenocarcinoma, grade 3, of the left breast, 
with metastasis to the axillary lymph nodes. This lesion had 
existed for one year prior to surgery. In March, 1942, she 
had extensive local recurrence in the axillary region in the 
upper end of the surgical scar, with supraclavicular nodes 
that extended to the sternomastoid junction making surgery 
impossible, even an intrascapular thoracic operation. With 
the patient’s consent, she was given excessive deep x-ray 
therapy. In 1950 the irradiated areas began to break down 
and ulcerate, with extensive hyperkeratosis. Wide excision 
of involved skin was carried out at three subsequent opera- 
tions with immediate skin graft. The figure shows recent 
pictures of the results. I am afraid that, if the query re- 
ferred to above is taken literally, some patients will be denied 


Skin grafts of patient after excision of ulcerated skin areas due to 

irradiation. 

relief of this distressing condition. I do not mean that it 

should be carried out in all cases, but there are certain 

instances where resection and skin graft can be used. 
Dudley Jackson Sr., M.D. 
1525 Nix Professional Bldg. 
San Antonio, Texas. 


TREATMENT OF CARDIOSPASM 


To THE Eprror:—I would like to comment on the answer to the 
question on treatment of cardiospasm, in the July 7, 1956, 
issue of THE JouRNAL, page 1034. The fact that the patient 
had cardiospasm for 20 years does not necessarily indicate that 
the esophagus is greatly dilated or angulated. If the organ is 
not angulated, unguided tubes such as Hurst dilators may be 
passed through the cardia into the stomach, but this seldom 
provides significant relief from symptoms. When the esophagus 
is dilated and angulated, Hurst dilators, or any other unguided 
instrument, will not enter the cardia but will press against the 
redundant wall of the most dependent portion of the esopha- 


gus, frequently at a lower level than the entrance into the - 


stomach. Undue pressure may result in perforation of the 
esophageal wall. 

Esophagoscopy in a patient who suffers from cardiospasm 
may be a distressing procedure as a result of retained secretion 
in the esophagus, and if the organ is widely dilated and angu- 
lated the opening into the stomach may be difficult to identify. 
Even when the esophagoscope can be passed into the stomach, 
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the degree of dilation of the cardia is seldom sufficient to pro- 
vide even temporary relief from dysphagia. One dilation of 
the cardia with a hydrostatic dilator guided into the stomach: 
by a previously swallowed silk thread will give complete and 
permanent relief from dysphagia in 75% of patients who suffer 
from cardiospasm. The other 25% may have occasional catch- 
ing of food at the cardia and some may require subsequent 
dilation, but all can be given sufficient comfort so that other 
operative procedures are not required. Failure to relieve 
cardiospasm when using the Russell hydrostatic dilator in- 
dicates that the instrument was not maintained in proper 
position when being distended with water. 
Porter P. Vinson, M.D. 
Medical College of Virginia Hospital 
Richmond, Va. 


To THE Eprror:—The reply to the question on the treatment of 


cardiospasm in Queries and Minor Notes in THE JourRNAL, 
July 7, 1956, page 1034, seems inadequate, in that too much 
emphasis is placed on mercury-weighted tubes, which are of 
little value, and insufficient attention is paid to more effective 
nonsurgical methods of dilating the cardia. Olsen and co- 
workers (J. Thoracic Surg. 22:164, 1951), using metal bougies 
and hydrostatic bags employing pressures to 9.5-10.3 lb. per 
square inch, reported a satisfactory result in 60.2% of 601 
patients treated with one course of dilation and 69.2% after 
one or more courses. Ten per cent of the patients were relieved 
of symptoms permanently with the use of metal bougies only. 
Vinson (Diagnosis and Treatment of Diseases of the Esophagus, 
Springfield, Ill., Charles C Thomas, Publisher, 1940) obtained 
similar results; subsequent dilation provided permanent relief 
for almost all. Esophagoscopy is rarely needed to carry out the 
dilation. Fluoroscopic aid may be of definite value in the loca- 
tion of the bag. Crump and co-workers (Gastroenterology 
20:30, 1952) use a metal dilator guided into the stomach by 
piano wire. It is then withdrawn to the cardia and the blades 
forcefully opened. The results in 72 patients were satisfactory 
after the first dilation in 82%. Ninety-five per cent were per- 
manently relieved of symptoms after one to three dilations. 
The complications of the procedure, i. e., esophageal “split- 
ting,” aspiration pneumonitis, and hematemesis, are about 3%; 
the mortality is negligible. Except in children less than 10 


" years old results are comparable in all age groups. There is no 


relation between duration of symptoms and expected result. 
There is little or no relationship to the degree of esophageal 
deformity as seen fluoroscopically except in extreme dilation 
and tortuosity. No regression in the deformity can be demon- 
strated fluoroscopically after complete relief of symptoms; the 
motor function of the lower two-thirds of the esophagus re- 
mains impaired. 

The experience of one of us (W. L. P.) is with the pneumatic 
dilator, still preferred, even though the statistical reports seem 
to favor the hydrostatic and metal dilators. The chief point of 
this comment is that the preferred and, indeed, if properly 
performed, almost routinely satisfactory method of treatment 
for cardiospasm is dilation of the cardia by the nonsurgical 
measures mentioned. It may be appropriate to mention that the 
Heller operation, although a splendid procedure when in- 
dicated, carries some element of risk. Experience has shown, 
furthermore, that postoperative regurgitation into the esopha- 
gus with peptic ulceration, stricture formation, and shortening 
of the esophagus, can develop. 

Walter L. Palmer, M.D. 
Philip A. Christiansen, M.D. 
The University of Chicago 
Department of Medicine 
Chicago 37. 
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RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for _ its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THE JourRNAL do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by THE JouRNAL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 


PRICE LIST 
A price list describing the various publications 
of the Association will be sent on request. 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearnsorn Street, Cuicaco 10 


99% of your patients will say... 
ee ® 
Meritene 


WHOLE PROTEIN SUPPLEMENT 


tastes good)” 


(as good as ice cream!) 


Why so much emphasis on taste? 
Because, simply stated, there is 
no value in any nutritional prod- 
uct—regardiess how good the 
analysis looks—if it is not accept- 
able to the patient. 


Meritene Whole Protein Supplement 
is acceptable to patients because of its 
pleasant ice-cream-like taste. (Try it your- 
self!) And, it’s easy to prescribe, easy to 
administer, and economical for patients 
who use it at home. 


MERITENE mixes with milk in seconds 
(and stays mixed) for ideal high-protein 
supplementation wherever required. One 
8-ounce Meritene Milk Shake provides 
over one-quarter the N.R.C. Daily Dietary 
Allowances for protein and all essential 
vitamins and minerals. 


MERITENE has been widely used by 
doctors and dictitians ever since its in- 
troduction in 1940. Available at all drug- 
stores in 1 and 5 lb. cans, chocolate or 
plain flavor. (Institutional size 25 lb. cans 
as low as 76¢ per pound on direct order 


from Minneapolis. ) 


MORE NUTRITIVE THAN EGGNOG 


MILKSHAKE EGGNOG Meritenc 
17.9 gm. 146 gm 
9.5 gm. 15.0 gm 

«+ 28.6 gm. 24.7 gm 

3B in ALSO 

mg. 14 mg AVAILABLE 


| 
MERITENE 
FREE 1-LB. CAN—CLIP AND MAIL TODAY 


MA-10276 
@ MERITENE, c/o Tue Dietene Company @ 
S 3017 Fourth Ave. So., Minneapolis 8, Minn. Bs 
™@ Please send me a FREE one-pound can of gy 
@ =Instant Meritene, plus a supply of compre- 
@ =sihensive Meritene Diet Sheets. 
H Name. MD 
Address 
City. Zone. State. 


A product of 


THE DIETENE COMPANY 


MINNEAPOLIS 8, MINNESOTA 
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Classified Advertisements 


For personal classified advertisements the rat, 
is $7 per insertion for 30 words or less, additiong) 
words 25c¢ each. 


SEMI-DISPLAY ANNOUNCEMENT 
FOR PERSONAL CLASSIFIED ADVERTISEMENTS 
set in bold type (like this paragraph) the rate is $8.7; 
for 30 words or less, additional words 
each. 


COMMERCIAL CLASSIFIED ADS 


For classified advertisements of a commercial o; 
promotional nature, the rate is $9 per insertion 
for 20 words or less, additional words 30¢ each 
For semi-display, $11.25 for 20 words or less 
additional words 40¢c each. This rate is given for 
EACH INSERTION. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


BOX NUMBER ADVERTISEMENTS 


A fee of 45¢c is charged to have answers sent 
eare of A. M. A. Count 4 words for box number 
instructions. Letters sent in care of THE Journna. 
are forwarded directly to the advertiser as received, 


INQUIRIES ABOUT BOX NUMBER 
ADVERTISEMENTS 


Tue JourNnaL is not permitted to divulge the 
identity of advertisers who have their mail sent 
eare of A. M. A. If further information about an 
ad of this type is desired, correspondence should 
be addressed 


directly to the 
advertiser in 
this manner. 
21.2. 


All replies to key numbers are mailed the same 
days as received. 

Physicians who are not members of county medi- 
eal societies should submit professional references 
with their advertisements and thus avoid delay. 

The right is reserved to reject or modify all 
advertising copy in conformity with the rules of 
the Advertising Committee. 

All questionable items will be excluded from 
these columns and notification of any misrepre- 
sentation seen by readers will be appreciated. 


CLASSIFIED ADVERTISING FORMS CLOSE 
FRIDAY NOON 15 DAYS PRIOR TO 
THE DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


PHYSICIANS WANTED 


WANTED—A CERTIFIED PSYCHIATRIST; OR ELI- 
gibility theréfor; as director of a clinic in a strictly col- 
lege environment; at least one half of the work is of a 
counselling nature with students of a teachers college 
and a polytechnical college; the other is with children 
from a wide schocl area and of an experimental school; 
there is some privilege for private practice; salary open 
within limits. Address your inquiry to: Joseph E. Bar- 
rett, MD, Commissioner, Department of Mental Hy- 
= & Hospitals, 9 North 12th Street, Richmond, = 

nia. 


WANTED—FIVE PHYSICIANS; THREE IN INTER- 
nal or general medicine; (one with experience in tuber- 
culosis); 1 radiologist; 1 clinical pathologist; Board 
certification preferred but not essential; interesting pro- 
fessional opportunity in 255 bed GMS hospital for 
younger men completing certification or middle age phy- 
sicians desiring to ameliorate the physical demands of 
private practice; salary range: $8990 to $14,000 depend- 
ing on the qualifications; citizenship and licensure man- 
datory. Apply: Manager, Veterans Administration Cen- 
ter, Hot Springs, South Dakota. Cc 


PATHOLOGIST — REPLACEMENT, TO ASSOCIATE 
with incumbent in specialist group serving 3 affiliated 
general hospitals, total 503 beds, 73 bassinets, 23,000 
total admissions, 150 autopsies, 4,100 surgical specimens, 
200,000 clinical tests, 23 technicians, ASCP approved 
school; base salary plus bonus totaling $15,000-$18,000 
depending on qualifications, with yearly increases; part- 
nership after 2 years if mutually satisfactory. Contact: 
Dr. David F. Bell, Jr., Pathologist, Bluefield Sani- 
tarlum+, Bluefield, West Virginia. c 


sas WEST COAST MEDICAL COUNSELLORS 


(821 MARKET STREET 
SAN FRANCISCO 3, CALIFORNIA 


SPECIALISTS IN MEDICAL PLACEMENT 
CALIFORNIA—OREGON— WASHINGTON 
Outstanding opportunities. General Practitioners and 
Board Specialists qualified to Head Departments, Ass0- 

ciations ® Group Clinics @ Hospitals @ Industrial 

Please write for an Analysis Form so we may prepare 

an individual survey for you. No registration fee. 
STRICTLY CONFIDENTIAL 


(Continued on page 54) 
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n color or black-and-white... right in your office! 


For close-ups: Just hold camera so that frame is close to or 
at the area to be photographed (314 x 414 inches) and 
click the shutter. Other views are just as easy. 


You'll master the know-how 
in minutes ! 


Kodak Pony Camera, Kodak B-C Flasholder, a stain- 
less steel bracket and field frame, Kodak Close-up 
Flashguards A and B; and Kodak Portra Lens with 


HEE rE in this one outfit is the answer for the busy 
o physician who wants to make photographs in his 
: office ... record significant steps during treatment .. . 


make before-and-after studies, photograph small gross 
specimens—to mention only a few of the more com- 
mon uses. 


The Kodak Technical Close-up Outfit consists of 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 
Serving medical progress through Photography and Radiography 


fittings. Price $62.50, complete. 
For further information, see your Kodak photo- 
graphic dealer or write for literature. 


Price includes Federal Tax and is subject to change without notice. 
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TONICS AND SEDATIVES 


my favorite story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


Phil Silvers once had a crush on a well- 
known Hollywood actress. She went out 
with him several times, but when he asked 
her to the Academy Award dinner, she 
said, “I'll go with you, but you must prom- 
ise to leave off those glasses. They make 
you look so silly.” 

Silvers promised and kept his word. He 
arrived at her door that evening in white 
tie and tails, with a corsage of orchids—and 
a seeing eye dog. 


They were burying a rather unsavory 
character who had never been near a place 
of worship in his life, and the services were 
being conducted by a minister who had 
never heard of him. 

Carried away by the occasion, he poured 
on praise for the departed man. After 10 
minutes of describing the unparalleled vir- 
tues of the late lamented as a father, hus- 
band, and boss, the widow, whose expres- 
sion had grown more and more puzzled, 
nudged her son and whispered: 

“Go up there and make sure it’s Papa.” 


The- young daughter of a well-known 
painter danced in glee on hearing that one 
of her mother’s paintings had been pur- 
chased by a famous museum. 

“Oh, Mama,” she exclaimed joyfully, 
A makes you an Old Mistress, doesn’t 
it 


(Continued on page 56) 


When budding teeth are 
the root of the trouble, 
mother’s first concern is the 
infant's comfort. 


Many physicians recommend 
massage of the gums during 
dentition. This can be done 
in a sanitary way with steri- 
lized ‘Q-Tips’, the original 
cotton-tipped applicators. 

‘Q-Tips’ are rendered sterile 
by steam under pressure. 
Their convenience and safety 
have been demonstrated for 
nearly a third of a century 
...for hygienic infant care, 
for first-aid purposes, for 
applying medication locally. 


Physicians are welcome 
to a professional supply 
of ‘Q-Tips’. 


Q-Tips Inc., Long Island City 1, N. Y. 


J.A.M.A., October 27, 195¢ 
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900 North Michigan Avenue Chicago 


ADMINISTRATION: Ass’t dir., organ. special. 
involving statistics, auditing; pref. 


ANESTHESIOLOGY: (B31) Ass’n, 3 Board surgeons; 
cpeer. own pract. but surgeons will keep him busy; 


Co 
ASSISTANTS: (C10) By gen. surg., FACS; chief dept, 
small group; duties confined to practicing with chief; 
ue. $e with yr or 2 surg. eet coll, town, 125,-. 
xas. (Cil) By GP; resort city, Fla; $1000. 
DERMATOLOGY: (D50) Ass’n with Board derm; univ. 


city, 

GENERAL PRACTICE: (F59) Take charge of outlying 
office o oa * in small town, short distances 2 Ige 
pay * plus %; present GP has been averaging 
$20,000-$24,000; Pac. NW. (F60) Ass’n Board 
and. Son internist, St. Louis. (F's!) Ass’n, wel 
estab. GP practicing 3'/2-day week; desires GP for 
other 3'/. days; near Los Angeles. (F62) Ass’n, Board 
surg., * Board internists; pref. GP with leaning ¥. 
ward surg. ob., or med; partner oppor, Conn. (F63 
Several young GP’ 8; 2 openings for women, one for 
GP qual. allergy or derm; another for one qual. ped; 
foreign indus. co; $14,000 plus $4006 
family m ge xem 

INDUSTRIAL MEDICINE: (67) Staff M.D; pref. one 
now practicing or who has practiced in Wash, familiar 
with compensation laws of that state. (G8) Woman 
physician exp. indus. med; ige co; vie. NYC. (G9) 
Ass’t med. dir., indus. med. prog., ige arom. 
—. with Diplomate, Occupational, ntive 


INTERNAL” MEDICINE: (Hi2) Group ass’n; Alaska; 
0,000; early partner. (H1I3) Ass’t ‘by Board 

intern st; coll. town, 10,000; caveundin area, 100,- 

; Penn. (H14) Ass’n, 5-man group; coll. town, near 

Gull, wiater temp. 64.6° average, sum- 


er 80.9°; 
OALR: (E50). Oto. head "jeot, 12 man group; coll. town, 
near univ. city, Pac. NW. (E52) Oto; ass’n, 
Board “oto., chief depts, 2 hosps; partner oppor; Phil. 


OBSTETRICS. : (380) Ass’n, group estab. 
°28; expansion prog. 20 men; attrac. city, near San 
Francisco; sal, =," ® yrs; 3d, partner. (J81) Head 
dept, new gen’! serving indus. if 

$17,000-$20,000; annual increases for 
"So. (382) dept, 5 man group; 1000, 
; $15,000-$18,000. 

ontHoPeDics: (R28; Ass’n, 15 man group; univ. town, 
MW; 000-$20,000; oppor. succeeding chief upon 
(K29). dept, 15 man group; expan- 
sion prog. to 20; attrac. city, near San Francisco; sal. 
basis, 2 yrs; 3d, partner. (K30) Head dept, 20 man 
roup estab. '22; new modern clinic bidg; full partner, 
ith yr; resort ¢ w. 

PATHOLOGY: (L- Dir. depts, 3 hosps; tech. 
staff; min. oly $20,000; univ. city, So. (L65 
univ. ¢ ity, So 3 $12, *00- $20,000. 

PEDIATRICS: (M47) Head dept, 6 man group; small 
town, Ige drawing area; N.Y. (M48) Ass’n, 8 man 
Cri estab. 16 yrs; tch’g oppor., 2 hosps; Calif. 
M49) Head, newly created dept, 6 man group; long 
estab; coll. town, Pac. NW; early part 

P & N: (P23) Head x new se. hosp., serving Ige 
indus. organ; if $17,000-$20, 000; annual in- 
yrs; So. (P24) Ass’n, 2 Board 

er 2d; univ. city, MW Ww. 

RADIOLOGY: ir. dept, hosp., 500 beds; 
excel. eng nies ing $35,000- 

Ige city. Dir. dept, 
+300 beds: % vith $30,000 to $35, 


coll So. 
RESEARCH: (v2) Physician trained in one of biological 
om wit mores. ning in one of specialties; 


SURGERY: U9} thoracic surg; ass’n surg; 
Fla. we 0) Surg. trained in surg. of trauma; ass’n, 
v. pract. of indus. surg; partnership ip after yr; 


Please send for our Analysis Form. Kindly note our change 
of address to 900 N. Michigan Avenue, Chicago 


Burneice Larson oirector 


CALIFORNIA—NOW OFFERING APPOINTMENTS AS 
Chiefs of service to Board eligible or certified physicians 
with wide experience; will head staff in a major medica! 
division in State mental hospitals (Los Angeles area, 
8 ton, and Porterville); starting salaries $1,050 to 
$1,100 a month depending on qualifications; must be 
U.S. citizen and meet State licensing requirements. For 
details write: Mr. John Hubbard, Personnel Officer, 
Department of Mental Hygiene, 1320 K Street, Sacra- 
mento 14, California. Cc 


WANTED — HOUSE PHYSICIAN; FOR HOSPITAL*+ 
with 296 beds and 36 bassinetts; for year beginning 
July 1, 1957; approved for interns, surgical, and path- 


ology residencies; applicant must be licensed in Pennsyl- 
vania, or eligible for Pennsylvania licensing; good 
salary with complete maintenance; female physician ac- 
ceptable. Apply to: D. W. Hartman, Administrator, The 
Williamsport Hospital, Williamsport, Pennsylvania. © 


ANTED—PEDIATRICIAN; CERTIFIED OR BOARD 
eligible preferred; to participate in and supervise Alas- 
ka Department of Health ENT demonstration project in 
isolated, high-incidence area of Alaska; single perso! 
required, due to lack of family quarters; salary de 
pendent on qualifications. Write: Charles R. Hayman 
MD, Acting Commissioner of Health, Alaska Office 
Building, Juneau, Alaska. ( 


WANTED — YOUNG PHYSICIANS; INDUSTRIAL 
pharmaceutical and chemical companies and hospitals . 
psychiatrists, anesthesiologists. Medical Personne! 
Agency, 7 East 42nd St, New York, New York. ( 


(Continued on page 60) 
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PROBENECID 


To restore your gouty patient to an active life, prescribe 
BENEMID. it “...does 

1. have a pronounced uricosuric effect 

2. decrease serum uric acid 

3. decrease the miscible pool of uric acid 

4. stop or decrease acute attacks in most instances 

5. have a wide margin of safety 

6. return many invalids to gainful occupation.’’’ 

When BENEMID is used in chronic gout, “... clinical 
results... have been unequivocally gratifying.” ? | 


References: 1. Mod. Med. 23:107 (Nov. 15) 1955. 2. J.A.M.A. 154:213 (Jan. 16) 1954. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.,INc., PHILADELPHIA 1, PA. 
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PRODUCTS OF PARTICULAR INTEREST TO 


THE PRACTITIONER AND HIS 


WITH DRY, SENSITIVE SKIN— 


and superfatted 


Trial supply on request 


K LABORATORIES, 


soutH NORWALK, 


INC. 


PATIENTS 


NIVEA’ CREME 
NIVEA’ SKIN OIL 


BASIS SOAP 


ANNOUNCING THE 


STERILOMETER 


with “INSTANT-GLANCE READABILITY” 


TERILOMETER GIVES WARNING BLAC® AND WHITE 


With proper sterilization the new 
Sterilometer changes from white to black 
to obscure the word “NOT.” At an 
“instant- ~glance” you can see that Steril- 
ometer signals "AUTOCLAVED": .. your 
indication that it’s safe to use the pack! 
This is reliable, time-saving, “instant- 
glance readability!” TRY IT, TEST IT 


SEND FOR FREE SAMPLES 
u and Sterilization data today. fd 


| Sterilometer Laboratories 
| 11471 Vanowen Street 

| North Hollywood, Calif. 
| 


Please send free samples of Sterilometer 
to test in our autoclave. 


Name Title 
Hospital 
Street 
City Zone__State 
an 


BUY 


SAVINGS 


BONDS 


yet can 


REQUIRE NO IRONING o's 
“take’’ public laun- 


dering. 48°’ long; open full 
length. And they’re O.K. for 


X-ray. 


COUPON WILL SAVE YOUR TIME 


TECKLA GARMENT CO. 
O. Box 863, Worcester 1, Mass. 
< : Gentlemen: Please send the quantities of } 
TECKLA KRINKLE KIMONAS indicated 
below. Send C.0.D.___or Postpaid 
size | COLOR| BUST [ QUANTITY: 
of TIES| measure} wanted 
sMAUL| Blue | 42” 
MED. | WHITE 52” 
LARGE] PINK | 60” 

=! H 
ADDRESS 
ee ‘ 
H 
pays postage on CASH orders----4 
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TONICS AND SEDATIVES (Continued) 


Some of the poorest jokes in the world 
are the inevitable accounts of drunken hus- 
bands who try to sneak into bed without 
awakening their terrible-tempered wives. 

One of the better ones concerns a crafty 
fellow who paused en route to the bed- 
room in the kitchen and laboriously tied all 
the pots, pans, and trays he could find to 
a rope. 

He then proceeded upstairs, dragging 
the rope behind him and muttering hap- 
pily, “She'll never hear me in all this 
racket.” 


the poetry corner 


Joke with him who jostles you, 
Smile on him who hurries you, 
Laugh at him who pushes you, 
It doesn’t cost a cent! 
Don’t be carrying around that chip. 
Wink your eye and curve your lip, 
And from life’s sunshine take a sip 
It doesn’t cost a cent! 
Don’t be always first to rile 
Your neighbor—give him just a smile, 
It will cheer the dullest, while 
It doesn’t cost a cent! 


Wire 
DR. BROWN 
a8 
cw 
quotes of the week 


“Some people have tact; others tell the 
truth.” 


“A man who won't lie to a woman has 
very little consideration for her feelings.” 


¢ 


“An unfailing mark of the blockhead is 
a chip on the shoulder.” 


“The difference between a groove and a 
grave is only a matter of depth.” 


A timid lady, back in the old days, 
boarded a Philadelphia local in Trenton 
and asked the conductor, “Does this train 
stop at the Broad Street terminal?” 

“If it doesn’t, Lady, you’re going to see 
one heck of a crash,” was the conductor’s 
reply. 

* 


“Oh, dear,” sighed the young lady at the 
restaurant. “If only I weren’t on a diet! Is 
banana shortcake really fattening?” 

The waiter smiled and assured her, “Only 
if you eat it.” 


(Continued on page 58) 
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relaxes 
body 


well suited for 
protonged 


therapy 


@ well tolerated, nonaddictive, essentially nontoxic 
@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 


@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Miltown 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY ) WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 


Literature and Samples Available on Request 


THE MILTOWN MOLECULE 
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! “T have used meprobamate in my 
general psychiatric practice since April, 1955, 
and believe it to be [a] drug of choice for 
relief of tension, anxiety and insomnia.” 


Lemere, F.: Northwest Med. 54: 1098, 1955. 


“... the patient [taking Miltown] 
— never describes himself as feeling detached 
CVU or ‘insulated’ by the drug. He remains... 
in control of his faculties, both mental 
and physical, and his responsiveness to other 
persons is characteristically improved.” 


Sokoloff, O.J.: A.M.A. Arch. Dermat. In press. 


5 a ‘/ “Of special importance is the fact 

that Miltown does not appear to affect 
autonomic balance—which in alcoholics is 
often unstable...” 


Thimann, J. and Gauthier, J.W.: Quart. J. 
Stud. Alcohol. 17: 19, 1956. 


“The [relative] absence of toxicity, 

both subjectively and objectively, is 

an important feature in favor of Miltown. 

In addition, there were no withdrawal 
phenomena noted on cessation of therapy, 
whether it was withdrawn rapidly or slowly.” 


“a Borrus, J.C.: J.A.M.A. 157: 1596, 1955. 


*/ “Miltown is of most value in the 
so-called anxiety neurosis syndrome, especially 
when the primary symptom is tension... 

Miltown is an effective dormifacient and 

appears to have... advantages over the 

3 conventional sedatives except in psychotic 
patients. It relaxes the patient for natural 
sleep rather than forcing sleep.” 


Selling, L.S.: J.A.M.A. 157: 1594, 1955. 


THE ORIGINAL MEPROBAMATE 


discovered and introduced 


by Fy) Wallace Laboratories, New Brunswick, N.J. 
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“a 


ethyl acetate 


rapid onset of therapeutic effect 
ready reversibility of action 


Experience has shown that a satisfactory level of 
hypoprothrombinemia can nearly always be achieved 
with TroMExan in 24 to 48 hours.'” The problem 
of excessive hypoprothrombinemia is reduced 
“*..-because of the rapid cessation of the effect of a 
single dose and the rapid response to vitamin Ki 
preparations.” 


These distinctive characteristics of TROMEXAN are 
of significant and established value in preventing 


& early complicating thromboses or when prompt 
F termination of treatment, such as for emergency 
surgery, is required.* 


(1) Burke, G. E., and Wright, I. S.: Circulation 3:164, 1951. 
(2) Vander Veer, J. B.; Funk, E. H., Jr.; Boyer, FE R., and Keller, 
E. A.: Am. J. Med. 14:694, 1953. (3) Scarrone, L. A.; Beck, 
D. F, and Wright, I. S.: Circulation 6:489, 1952. a 


TROMEXAN® ethyl] acetate (ethyl biscoumacetate CEIGY), scored 
tablets of 150 mg. and 300 mg. 


GEIGY PHARMACEUTICALS 
Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y¥. 


57 
‘Le h > 
a 
83, a 
| 
2 
2 


Theat. the 


INFECTION... 


RECURRENCE 


of superficial fungous 
diseases especially 


DERMATOMYCOSIS 


PEDIS 
(athlete’s foot) 


“NIGHT « DAY’ 


Every night, liberally apply Des- . 


ex Zincundecate to 


DAY 


Each morning, freely dust Des- 
enex Powder Zincundecate on 
feet (rubbing in to insure con- 
tact) and in shoes and socks. 


Cures the average moderate to 
severe case in two to three 
weeks. 


Desenex 


OINTMENT and POWDER 
ZINCUNDECATE 
and SOLUTION 

UNDECYLENIC ACID 


e Potent antimycotic action 
e Soothing antipruritic effect 
Virtually nonirritating 


Available at all pharmacies 


TONICS AND SEDATIVES (Continued) 


They say that the president of the 
Fleischman Baking Company is personally 
trying to track down the phone operator in 
his plant who answers calls with a cheery: 

“Good morning, Fleischman Baking 
Company. Which crumb do you wish to 
speak to?” 


The late Lord Berkinhead, famous law- 
yer and after-dinner speaker, did not al- 
ways see eye to eye with the judge before 
whom he was appearing. 

During an important trial, the judge de- 
manded angrily, “Are you trying to teach 
me law, Sir?” 

The cryptic answer was, “I never at- 
tempt the impossible, my Lord.” 


¢ 


The chorus girl complained to her friend 
that she was never invited to nice parties. 

“It’s because your conversation is too 
limited. Those fashionable people are smart. 
Every one talks like an expert. Why don’t 
you read a book and broaden your hori- 
zons?” 

The chorus girl thought that was an ex- 
cellent idea. She read a book. A short time 
later the friend took her along to a pub- 
lisher’s party. She said nothing for the first 
half hour and then said in a loud voice: 

“Wasn't that too bad about Marie An- 
toinette?” 


A man who owned a house in the fash- 
ionable section of town decided he was 
tired of it and asked a real estate agent to 
sell it for him. 

The following Sunday he read the ad 
the agent had worked up in the real estate 
section of the newspaper. He promptly 
called up the agent. 

“I’ve decided not to sell,” he said. “That 
ad of yours convinced me. This is the kind 
of house I’ve been looking for all my life.” 


“She wore a dress with a neckline so 
low it would have made a baby cry.” 


J.A.M.A., October 27, 1956 


build 


confidence 
by 


recommending 


Scientifically designed and 
skillfully fitted supports 
for your surgical and 
maternity patients. 


Fine quality, lower in price 
at Sears, where people buy 
with confidence. Send for free 
Gale booklet. 


Dept. 618: Sears, Roebuck and Co. 
illinois 


PLEASE DO NOT ASK for the 
names of classified advertisers in 
the JOURNAL who use box num- 
bers. It is our agreement with these 
advertisers that the information will 
not be released. Address your re- 
plies or inquiries to the box number 
given, c/o A.M.A., and they will be 
forwarded promptly. 


MALTBIE LABORATORIES DIV. 
ALLA CE & TIERNAN INC. 


“Could you spare a lollipop, doctor?” 


25 MAINST BELLEVILLE 9. NEW JERSEY USA 


q 
| 

| 

3 ; 
NIGHT 
| 
: 
>| 


“a highly effective antiemetic... for use in children.” 


The effectiveness of “Thorazine’ for the control of vomiting 
in children has been confirmed by a number of clinicians. 


Results in refractory cases have been particularly dramatic.'~° 


‘Thorazine’ is available 
in ampuls, tablets and syrup, 


as the hydrochloride; and in Pediatric Bibliography 
suppositories, as the base. 
: 1. Wikler: The Use of Chlorpromazine as an Anti-emetic in Children, 
: Arch. Pediat. 72:197 (June) 1955. 
€ 
Thorazine should be 2. Daeschner et al.: Chlorpromazine in the Control of Vomiting in 
administered discriminately Children, Am. J. Dis. Child. 89:525 (May) 1955. 
—° 3. Steigman and Vallbona: Chlorpromazine, A Useful Antiemetic in 
and, befor : prescribing, Pediatric Practice, J. Pediat. 46:296 (March) 1955. 
the physician should be 4. Steigman and Vallbona: Experience with Chlorpromazine in Pedi- 


atrics, Internat. Rec. Med. & Gen. Pract. Clinics 168:351 (May) 1955. 


fully conversant with the - 
4 > . 5. Moyer et al.: Clinical Studies of an Anti-emetic Agent, Chlorproma- 
available literature. zine, Am. J. M. Sc. 228:174 (Aug.) 1954. 


*T.M. Reg. U.S. Pat. Off. Smith, Kline & French Laboratories, Philadelphia 


‘ 
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auto INSIQNIA 


The official A.M.A. auto insignia identifies the 
medical profession. It is the distinctive sign of 
a licensed practitioner of medicine. Green cross 
surmounted by crimson disk bearing gold- 
“M.D.” 
in durable hard-fired vitreous enamels and gild- 
ine metal. Attaches to edge of license plate with 
clamp bracket. Copyrighted, numbered, reg- 
istered and available only to A.M.A. members. 


plated Aesculapian staff, and initials 


The price is $3.50 complete. 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN + CHICAGO 10 


Please send me the A.M.A. auto emblem for only $3.50. 
(CD Please bill me 


I enclose check 


NAME 


ADDRESS 


ZONE____STATE 


(Continued from page 54) 


PHYSICIANS WANTED—2 GENERAL PRACTITION- 
ers, pediatrician, EENT (Board member), and psychia- 
trist to associate with a well established medical group 
in a rapidly growing central Florida east coast area; 
salary open; depending on experience and training; with 
eventual partnership; give complete personal and pro- 
fessional data in first letter; Florida license required. 
P. O. Box 57, Rockledge, Fl lorida. Cc 


NEW MEXICO — ASSOCIATE GENERAL PRACTICE 
with obstetrics-gypnecology Board “—_ man; oppor- 
tunity for future establishment small clinic; salary start; 
pereentage after 6 ~~ beautiful year-round, sunny, 


dry, warm —we ei 5000 feet elevation. Ray 
Bitterlich, MD, ruman Avenue, Albuquerque, 
New Mexico. c 


GENERAL PRACTITIONER NEEDED—FOR RURAL 
group practice; preventive medical program stressed; 
surgical experience and sociological interest helpful; 
age no factor; great need exists; opportunity arising to 
set up own surgical and medical service in new hospital. 
Richard Ricklefs, MD, Community Health Association, 
Hoopa., California. Cc 


WANTED—PHYSICIAN; TO SERVE AS MEDICAL 
director of tuberculesis sanatorium at Bartlett, Alaska; 
salary open; physician selected will be employed directly 
by Methodist Women's Mission Board, the operators of 
the institution, For further information write: Charles 
R. Hayman, MD, Acting “ommissioner of Health, Alas- 
ka Office Building, Juneau, Alaska. Cc 


WANTED — MATURE OBSTETRICIAN-GYNECOLO- 
gist or surgically trained general practitioner; for part- 
nership with general practitioner doing largely internal 
medicine; south Texas town of 20,000; should be inter- 
ested in eventually forming a clinic and specializing; 
conservative estimate of lst years remuneration $10,000. 
Box 2183 C, % AMA. 


WANTED—PHYSICAL MEDICINE MAN; FOR POSI- 
tion of medical director of large, well- -equipped rehabil- 
itation center serving wide area with comprehensive 
program ; facility has full approval of Joint Commission 
on Accreditation; salary open. Apply: J. E. Pearson, 
Morris Memorial Hospital, Milton. West Virginia. Cc 


THERE WILL BECOME AVAILABLE AN APPOINT- 
ment for a fully qualified and fully experienced diag- 
nostic radiologist with a group practice in a Canadian 
city; starting salary $10,000 per annum with good op- 
portunity for substantial increase; correspondence will 
be kept confidential. Box 2180 C, % AMA, 


GENERAL PRACTITIONER—COASTAL CALIFORNIA: 
young, 2-3 years surgical training; join 2 established 
general practitioners, third partner retiring; startin 
salary $1000; partnership opportunity; community 70 
= from San Francisco. Pacific Coast Medical Bureau, 

Agy., 703 Market, San Francisco. Cc 


AVAILABLE — OFFICE COMPLETELY EQUIPPED 
for immediate occupancy due to sudden death of general 
practitioner; practice established 25 years; excellent 
opportunity. Contact: Mrs. John W. Nycum, Everett, 
Pennsylvania. Cc 


J.A.M.A., October 27, 195¢ 


We 60TH YEAR 


FORMERLY Personnel b 


ae 
CHICAGO es, 


3rd floor 
ANN: WOODWARD * Directo. 


ACADEMIC: (m) Med faculty appts; various specialties: 
—y prof, assoc prof, or prof; $7,200-15,000, depend’, 

level; oppr priv pract; Central. 

ANESTH ESIOLOGY: (a) Hd dept; latest equipment; 
shock proof floors; {2 man grp, Dipls or near elig, 
housed in over 150 bd hosp; any arrangement; oppor 
netting $18-20,000; MW. (b) Hd 10 Dipls, 
own hosp, expand’g 200 bds; fee basis; 

ASSISTANTS: (t) By surg, well estab, own hosp, 2 
beds; $12-15,000; univ med entr; MW. (u) By Ge 
w/emphasis, int med; San Francisco area. 

DERMATOLOGY: (a) Dir dept, well-estab grp; expan 
$0,000, complete facils; prtnr 2nd yr; two 
0 nr univ med sehl; (b) Hd dept; new grp, 

; San Francisco, icatite ornia. 

GENERAL ‘PRACTICE: (i) Pref able give anes; assn 4 
surgs, 6 internists; $12,000; oppor specialize; excel 
twn, mr med schi; NY State. (m) Assn, grp being 
founded by Bd men; mod cl; oppr $25-30, ‘000, ist yr; 
guar $10,000 or 50% of gross; prtnr 2 yrs; no invest. 
ment; Fla lie req’d; recommended. (n) Assn w/3 man 
orp; smi el & hosp; $12,000; SW. (o 0) Assn w/GP; long 
estab; own smal hosp; diversified pract; $12,000; vie 
Los Angeles, California. 

INDUSTRIAL MEDICINE: (m) Acting med on: avid 
advancement; Ige company; city nr Gulf; 

INSURANCE MEDICINE: (0) Asst med dir ae in 
internal med; major co; Fla lic req’d. 

INTERNAL MEDICINE: (u) Dipl or elig; assn w/8 spe. 
cialists (2 el new lab & X-ray; 
$12,000; oppor prtnr, 2nd yr; East. (v) Assn, 25 man 
orp, est’I6, servg 100 mi radius; excel facil; oppor 
prtnr; MW. (w) Assn w/Board Internist, ped & 
Ob ef $12,000 Ist yr; prtnrshp 3rd yr, worth $20- 
24,000; coll twn, 30,000; SW. 

NEUROSURGERY. (a) Assn w/Board Neurosurg; excel 
tehg & hosp connections; univ med entr; South. 
OALR: (n) Oph; hd dept, {1 man grp est ’20 yrs; ‘all on 

med schi tehg staff; MW. (0) Assn {1/man grp (7 
el Ing estab, well equipd; $14- 

18,0 alr, Dipl; grp assn; shid net 
$25- 000, w. 

OB-GYN: (w) Assn, grp, mostly Dipls; city 
175,000; vie S.F., Cat (x) Prtnr w/Obgyn, long 
estab; %; large city; Fla lic rea’d. (y) Hd dept; new 
rost; grp 8 yng specialists; Ige city; univ med centr; 
Sw. (z) Assn, 10 man grp, est ’37; if Dipl, $12- 
15,000; prtnr, | yr, $20-25,000; MW. 

ORTHOPEDICS: (ce) Assn, 30 man grp; $15-20,000, Ist 
research; nr univ tehg centr; E. (d) Hd 

man orp, Dipls, est '25; $15- 20,000. Ww. 
(e) ipl or elig; yng; assn w/16 man grp; $15-18,000; 


PATHOLOGY: (n) Serve 4 hosp, capacity 400 bds; fee for 
service; South. (0) Dipl, both branches; dir dept, vol, 
JCAH, 550 bd hosp; tehg prog; East. 

(f) Hd dept, 8 man prtnrshp; $1,000 

6 mos; increases; assoc member, 2 yrs; twn 25, 
(g) Assn w/Bd ped, chief, dept, ped, long est AA 
Board men operat’g 2 clinics; 12,000; prtnr 3rd yr; 
Chgo Suburb; Ind. (h) Assn. 12 nen orp; $15-18,000; 
resort twn, 25,000; Minn. (i) Dipl or elig; 25-35; 
w/Dipl, Ped; very busy pract; 20,000; Cal- 
fornia. 

PHYSICAL MEDICINE: (y) Hd dept; Dipl; new indus 
hosp grp; $17-25,000; South. 

P & N: (f) Psy; assn dept P&N; distinguished grp, 65 
specialists, many on med schi faculty; own hosp; univ 


city; . (g) Neuro; dir dept, new post, diagnostic 
orp, 14 Dipl; own hosp; $18,000; Ige city; univ med 
entr ; (h) NP; Assn grp specializing P&N; 


— 20, 9.000, prtnr oppor; facilitates 2 med schis; univ 
Sout 
RADIOLOGY: (e) Dir dept, new grp serv’g indus organ; 
if Dipt, $20,000; increases $25,000; life pension $5,000; 
pref those hav’g served at least as Asst. Prof. (p) Dir 
dept, tchg hosp, 500 bds, expand’g 700 bds; oppor 
$30-40,000; MW. 
(k) Assn, 12 man prtnrshp, orp est 828; 
15-18,000; SE. (1) Hosp grp; $15-18,000; Ww. 
UROLOGY: (f) Hd dept; new post; grp, 10 Dipls; mod 
urol dept in new wing, own 200 bd hosp; to $15, 000; 
MidE. (g) Dipl; assr w/assoc prof, urol; oppor as- 
@ busy pract; suburb of Chgo, sal, percentage, 
and bonus. 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL SURVEY FOR a | 
We offer you our Be endeavors—our integrity—our 60 
year record of effective placement 
STRICTLY CONFIDENTIA 


LOCATION AND EQUIPMENT OF RECENTLY DE- 
ceased physician and surgeon available; ideal location 
on main street in thriving town of approximately 20,000 
in Oregon; 2 hospitals, For further information contact: 
Mrs. Erna Dietsche, 701 Jefferson Street, Klamath 
Falls, Oregon. Cc 


MEDICAL DIRECTOR—RAPIDLY EXPANDING ETH- 
ical pharmaceutical company located in New York City 
santas experienced physician to direct medical depart- 
ment; please submit full iS of education, experience, 
salary. Box 2196 C, % AMA. 


GENERAL PRACTITIONER—TO SHARE SPACE WITH 
established general practitioner in court medical build- 
ing in suburban San Francisco bay area; practice will 
help of other men in building. Box 


PEDIATRICIAN — SGT ET GYNECOLOGIST 
—Westchester County, New York; to share new office 
building with 3 other Poa, excellent opportunity 
‘for private practice: 35 miles from Manhattan. Box 
2200 C, Y% AMA. 


(Continued on page 66) 
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for tranquilization without lethargy 


for gradual, sustained fall in blood pressure* 


DOSAGE: 200 mg. daily initially; may be 
adjusted within range of 50 to 500 mg. 
per day in single or divided doses. Most 
patients can be maintained on 100 to 200 
mg. daily. 

SUPPLY: 50 mg. and 100 mg. tablets, 
bottles of 100, 1000 and 5000. 


is A SQUIBB TRADEMARK 


Squibb Whole Root Rauwolfia Serpentina 
wide safety margin’ 


¢ Raudixin is not habit-forming. 
e Tolerance has not been reported.’ 


e There is little danger if accidental or intentional 
overdosage should occur. 


e Does not cause liver dysfunction. 


e Serial blood counts not necessary during maintenance 
therapy. 


e Less likely than reserpine to produce depression.° - 


*NOTE: The hypotensive activity of Raudixin is specific for the 
hypertensive state. Raudixin does not significantly affect the blood 
pressure of the normotensive patient. 


References: 1. Galambos, A.: Angiology 5:449 (Oct.) 1954; 2. 
Leake, C.D.: Ohio State M.J. 52:369 (April) 1956; 3. Moyer, J.H. 
et al.: A.M.A. Arch. Int. Med. 96:530 (Oct.) 1955. 


SQUIBB 


Squibb Quality—the Priceless Ingredient 
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CIBA 


SUMMIT, N. J, 


= ® 
hydrochloride 
(reserpine and hydralazine hydrochloride CIBA) 
When more than the central antihypertensive effect of 
Serpasil alone is needed to lower blood pressure, you 
will often see gratifying response to the combined 
antihypertensive action of Serpasil-Apresoline. And because 
Apresoline is effective in lower dosage when combined with 
Serpasil, there is a minimum of side effects. 
NOTE: All patients to be given Serpasil-Apresoline may 
benefit from priming therapy with Serpasil. 


Suppiiep: Tablets (standard-strength, scored), each containing 0.2 mg. 
Serpasil and 50 mg. Apresoline hydrochloride; Tablets (half-strength, 
scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride, 
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Simplified dosage* 
prevent 
Angina Pectoris 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


*Usual dose: Just 1 tablet upon arising and one before the evening meal. Bottles 
of 50 tablets. THos. LEEMING & Co., INC., 155 East 44th Street, N.Y. 17, N.Y. 


when cough i iste. 


“It’s a disposable calorie counter. As soon as you go 
over your limit for the day, you throw it away. 
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Triple Sulfa (METH-DIA-MER SULFONAMIDES) 
preparations have never been reported to cause renal blockage. 


This is a fact. Not a single case of obstructive uropathy resulting 
from the use of Triple Sulfas has ever been reported in the literature— 
proof of the exceptional relative safety of such preparations! 


FACT 


Other facts worth remembering: 


e The Triple Sulfas, unlike certain single sulfas, are soluble throughout the 
entire physiologic pH range of human urine, even at pH 5.5 and below. 


e The Triple Sulfas are unsurpassed among sulfa drugs for their 
effectiveness, wide-spectrum activity, and ability to maintain considerably 


higher blood levels. 


e Triple Sulfas are drugs of choice for treating many of the infections 
requiring antibacterial therapy. 


e A Triple Sulfa formulation is easily identified because it is based 


upon equal parts of sulfadiazine, sulfamerazine, and sulfamethazne. 
(U.S.P. XV Trisulfapyrimidines) 


e Triple Sulfa preparations are available from leading pharmaceutical 
manufacturers under their own brand names. Talk to one of their ~ 
representatives about it. : 


There’s a place in your practice for MODERN SULFA THERAPY 


AMERICAN CYANAMID COMPANY, FINE CHEMICALS DIVISION 
30 Rockefeller Plaza, New York 20, N.Y. 


am CYANAMID 
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penicillin with taste appeal— 


DRAMCILLIN 


> 


A complete and tasty line of oral dosage forms— 


DRAMCILLIN 


250,000 units* per teaspoonful 


DRAMCILLIN 


100,000 units* per teaspoonful 


> DROPCILLIN 


50,000 units* per dropperful (0.75 ec.) 


Dramcillin Suspension 300,000 units* 
per teaspoonful (5 cc.) 


*Buffered Crystalline Potassium Penicillin G 


WHITE LABORATORIES, INC. 
Kenilworth, N.J. 


(Continued from page 60) 


GENERAL PRACTICE ASSOCIATE —IN GROWING 
mid-Ohio valley town; prefer young man just completing 
training or military service; salary or Lr gg ae 
ae professional and personal background. Box 2184 Cc, 


RADIOLOGIST — ASSOCIATE; OFFICE PRACTICE 
and local hospital; suburb contiguous to Boston; rd 
certified, preference to additional post-residency train- 
ing; financial arrangements leading to partnership; send 
details, Box 2185 C, % AMA, 


WANTED—OPHTHALMOLOGY AND OTOLARYNGOL- 
ogy residents; 4 years combined+ EENT, 3 yous oph- 
thalmology; beginning stipend $350 a month; Virginia 
license required; give full details in ist reply. Box 
2175 C, Y AMA. 


PHYSICIAN WANTED — FOR WELL-EQUIPPED 90 
Bed northern California County hospital; California 
license necessary; active medical program in rapidly 

growing a Please address inquiries to: Medi- 
cal Director, P. O. Box 639, Redding, California. 


FULL TIME PSYCHIATRIST—CERTIFIED OR ELI- 
gible for certification; health service, large midwestern 
university; salary open; work consists largely consulta- 
tion, diagnosis; disposition; no long term treatment. Box 
1843 C, % AMA. 


INTERNIST — BOARD QUALIFIED OR CERTIFIED; 
excellent opportunity to establish a practice in a rapidly 
growing community near medical school; Board certified 
surgeon will guarantee income or srrenee | association for 
right man; Texas. Box 21338 C, % AM 


WANTED—GENERAL PRACTITIONER; TOWN 1,100; 
area 3,500 without MD; completely equipped 8 room 
clinic rented reasonably and hospital 20 minutes away; 
Dallas 40 miles south. Dr. McAmis, Celina, Texas. Cc 


8 $20,000, with 
edical Bureau, 
Agency, 703 Market, Francisco c 


WANTED — UROLOGIST; BOARD CERTIFIED; TO 
gradually take over practice, Western Pennsylvania; 
going into semiretirement; practice is extremely lucra- 
tive; 550 bed hospital. Box 2189 C, % AMA. 


YOUNG SURGICAL ASSOCIATE WITH SURGEON— 
small group; college town; eentral North Dakota; 2 ex- 
cellent ACS approved hospitals; partnership after 1 year; 
minimal general practice expected. Box 2190 C, % AMA. 


WANTED—PHYSICIAN; 1500 BED MENTAL HEALTH 
meme salary range $5100 to $6000 plus family main- 
Write: W.*B. Brown, MD, Superintendent, Mt. 

Pleasant, Towa, Cc 


J.A.M.A., October 27, 1956 


SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ANESTNESIOLOSISTS: (a) East; 300 bed hospital in 
city of 100,000. (b) MW; 150 bed hospital operated by 
po ‘t specialists; will be head of dept. 2 well quai. 
(ce) hospital; ample opp. 
for teaching and research plus clinical work. 

GENERAL PRACTICE: (a) Calif; city of 60,000; assoc 
with well-estab, G.P. diversified prac; $12,060. Cb. (b) 
Calif; 8 man grp. near S.F. (c) Fla. well estab. med. 
Fr excel a one, license req. (d) 6 man grp. near Wash., 
; good sal. start; ptnship | yr. (e) Assoc; genl. & 
surg. prac; NW; 8 tart; ptnship | yr. (f) Assoc; sub. of 
Chgo. large prac. excel opp. (g) MW; well. 
. bidg. ew $12,000 Ist year, $15.- 


in ea. $ A. mo. ptnship | 
(i) MW. ~ Small orp. vie 35 bed p. City 25,000. 
$2,000, wit pi, G. P's. suburb. 


e $1000 mo. 
HOUSE PHYSICIANS: bed hosp; $4200 plus 2 
La rg apt. (b) E. 65 bed approved hosp.; $5000 full 
int. inel. furnished house 
INDUSTRIAL PHYSICIANS: “(a) S$; company employs 
00; growing; 5 day wk; priv. prac. if desired; $11,- 
000 start. (b) Calif; are company; eapervies in- plant 
a facilities. E; assoc. with indus. phys; 
t deal of Sone es; some genl. prac; $12,000. 
INSU TRANCE: (a) Medical consultant on all general health 
facilities. $10,000 plus. (>), Woman. Supervise active 
employes health ram. $10,000. 
INTERNISTS: (a) Chief of Clinical with 
stand! ng hosp. grp. $17-$20,000. (b) Well estab. 
r Chgo. Own air cond. medical bidg. om. hosp. ae. 
Hities 15,000 ist yr. $18,000 2nd. then 
rp. ope. in med 
osp. jacilitios” 15,000 NW. Well 
t. grp. in city 30,000. New clinie bldg. $12,000 
minimum. ti man orp. all board men; some 
indus. type 
OB-GYN: (a) MW; well- city 50,000; $12,000. 
(b) NW; cert. not nec; w orp. city 30,000; 
$12,000, 53) SW. Grp. of 5 spec. will be only one this 


$i 
PHALMOLOGY: (a) SW; 10 ae orp. in city of 65,- 
orn 000; modern clinic bidg; $12,000. (b) Calif; grp. of 
yng. Spee; will be only eye man; $12,000 start. (¢) 
Assoc. with Board man; near Wash., D. C.; excel opp. 
(d a wy rp. of 15 men in Biny city; $15,000 ptnshp. 
1 yr. (e) Assoc. with 2 Board men only ones in draw- 
las area a 000; $15,000. (f) Director Dept. 275 bed 
( perv. med. spec. of lab. of gia 
HOL a supe a 
$15,000 min. b) NW; assoc. 200 
hosp; city 75,000; $12,000 min. (c) S; 175 bed i 
develope dept. Pere. basis; $2 
. Board 


man; SW; 250 
then ptnshp. (e) Calif. 300 bed hosp; $12-20,000. 
PEDIATRICS: (a) SW; 10 man grp. 
city 65,000; $12, 


h 

pore men; large prac; near S. F; $10-$12,000. (c) 

small grp. in highly populated area; excel. hosp. 
facitities $12 Sis, 000. (d) E; assoc. with orp. of 4 
internists; near Phila. $12,000. (e) NW; small 
new clinic bidg. twn. 15,000; — area 40,000; 
$12-$14,000. hy S$. Assoc. Board man. Excel. financial 
Well estab. med. grp. 12 spec. 


( 

clinical invest; $10,000 min. ‘d@) Mea: dir; some 
primarily admins; to $12,000. (e) East. 

. cal trials and adv. $15-20,000. 

W. Research. $12-$20,000. 
to” on Med. r, Large rehabilitation 
u 
RADIQLOGIS Ss: ta) MW; active priv. lab; near Chgo; 
$12-$18,000. (b) NE; take over dept. in new 75 bed 
hosp; $15,000 min. (ce) NW; 175 bed hosp; new lab; 
$2000 mo. (d) Calif. - Board 


house and ¢ 3 
UROLOGIST: fast. 17 man grp. own 130 bed hosp; $12- 
$14,400 start; increases period. for 2 yrs then ptnshp. 


Upon request one of our applications will be mailed to 
you. Pwrite us today—a post card will do. 


OTOLARYNGOLOGIST — PARTNERSHIP; WELL-ES- 
tablished practice, medical center, connected with uni- 
versity; unlimited opportunity for well-trained man with 
academic interests. Box 2186 C, % AMA. 


WANTED—INTERNIST AS ASSOCIATE BY SURGEON 
in large Pennsylvania city; interest in chemotherapy of 
neoplasms desirable; salary basis to start. Box 2201 C, 
AMA. 


WANTED — RADIOLOGIST; ASSOCIATION WITH 9 
man group leading to partnership; salary $20,000 with 
bonus; no capital outlay needed; yoy and per- 
sonal data requested, Box 2208 C, % AM 


WANTED—PEDIATRICIAN; CERTIFIED OR BOARD 
eligible; excellent opportunity for private ee in 
growing industrial community. Box 2207 C, 


WANTED—FLORIDA LICENSE REQUIRED; ASSOCI- 
ate for general practice; excellent opportunity; state 
qualifications in writing. Box 2187 C, % AMA. 


TUBERCULOSIS CONTROL OFFICER — EASTERN 
State Hospital, Lexington, Kentucky, needs a physician 
with tuberculosis experience for tuberculosis control of- 
ficer and to supervise medical treatment of tubercular 
mental patients; requirements: graduate of approved 
medical school ; eligible for Kentucky licensure; experi- 
ence in tuberculosis work; willing to travel; salary to 
$9500 plus maintenance, sick leave, paid vacations and 
retirement plan. Write: Dr. Frank M. Gaines, Com- 
missioner of Mental Health, 620 South Third St., Louis- 
ville 2, Kentucky. Cc 


(Continued on page 68) 


prac. in city 90,000. $12,000. (i) S; Asst. large 
prac. minor surg. no 0.B. $12,000. Assoc. MW; 
some surg. & 0.B. City of 200,000. $10,000 min. to 
art. (k) NW: assoc. large prac. mining town of 6000 
| 
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when anxiety is complicated by depression... 


In many patients, mental and emotional distress is a complex in which anxiety and 
depression coexist and reinforce each other. In these patients, “Thora-Dex’ is of 
unusual value. The “Thorazine’ component of “Thora-Dex’ relieves anxiety and 
tension; the ‘Dexedrine’ component relieves depression. 


a combination of Thorazine! and Dexedrine’ 


‘Thora-Dex’ Tablets are available in two strengths: 


10 mg. of “Thorazine’ 25 mg. of “Thorazine’ 
plus plus 
2 mg. of ‘Dexedrine’ 5 mg. of ‘Dexedrine’ 


“‘Thora-Dex’ should be administered discriminately and, before prescribing, 
the physician should be fully conversant with the available literature. 


Smith, Kline & French Laboratories, Philadelphia 


*Trademark +T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
tT.M. Reg. U.S. Pat, Off. for dextro-amphetamine sulfate, S.K.F. 
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For the 
record-- 


Whether or not the patient has heart disease, an electro- 
cardiogram as part of the record presents a valuable guide 


for future comparison. 


THE 


EK-2 


DIRECT-RECORDING ELECTROCARDIOGRAPH 


—represents the highest engineering skill to produce a 


dependable, accurate record to help the physician determine 
the heart’s status quo. It is simple to operate and the record 
is permanent. Timing and leads are marked automatically. 


THE BURDICK 


MILTON, 


WISCONSIN 


(Continued from page 66) 


CLINICAL DIRECTORS AND PSYCHIATRIC CHIEFS 
of Service—wanted in California State Hospitals for 
mentally ill and mentally retarded; clinical directors will 
head progressive treatment, training and research pro- 
gram in large hospital; entrance salary, Board eligible, 
$13,800; Board certified. $14,400; psychiatric chiefs of 
service (Psychiatrist III) will supervise major psychi- 
atric subdivision of large hospital; entrance salary, 
Board eligible, $12,600; Board certified $13,200; both 
positions require U.S. citizenship and eligibility for 
California license; appointments offered at various Cali- 
fornia locations, many with housing at nominal rental; 
40 hour week, 3 weeks vacation, sick leave, holidays and 
liberal retirement system; file application by December 
13th. For information, descriptive literature on hospitals, 
and application ———. write: Mr. Burton W. Oliver, 
State Personnel Board, Box M-H, 801 Capitol Avenue, 
Sacramento 14, California. Cc 


COLLEGE PHYSICIAN WANTED — FOR STUDENT 
health service at State College of Washington; beginning 
salary is $10,000 annually; 3 student health physicians 
are responsible for the care of college students; Wash- 
ington has reciprocity with Alaska, Arizona, Arkansas, 
Colorado, Minnesota, Nevada, Oregon, South Dakota, 
Texas, and Wisconsin; clinic hours are 1:00—12:00 and 
1:00—5:00 p.m., weekdays and Saturday a.m. Write: 
Harry B. Zion, MD, Director, State College of Wash- 
ington, Pullman, Washington, Cc 


CLINICAL AND RESEARCH FELLOWSHIPS IN CAR- 
diology—the Department of Cardiology of St. Michael's 
Hospital*+, Newark, New Jersey, will have available, 
beginning July 1, 1957, 1 clinical trainee fellowship 
and 1 research trainee fellowship in cardiology; both fel- 
lowships are recognized by the National Heart Institute 
and are credited toward 1 year of residency in internal 
medicine; in order to qualify, applicants must have com- 
pleted at least 2 years an approved residency in in- 
ternal medicine; United States citizenship is required. 
All those interested should communicate immediately 
with N. A. Antonius, MD Director, Department of Car- 
diology, St. Michael’s Hospital, Newark, New Jersey. C 


MEDICAL OFFICER—GLENN DALE HOSPITAL, THE 
tuberculosis hospital for the District of Columbia; salary 
$9000 to $10,300 per annum depending on qualifications ; 

sick leave, annual leave and retirement benefits; satis- 
factory completion of 1 year of approved residency in 
pulmonary diseases or internal medicine, or comparable 
experience required; must be eligible for licensure in 
District of Columbia; outpatient clinic service connected 
with hospital. Address inquiries to: Medical Drector, 
Glenn Dale Hospital, Glenn Dale, Maryland. Cc 


PHYSICIAN WANTED—FOR A 242 BED TUBERCU- 
losis hospital+ which is part of a 3000 bed center 
affiliated with Ohio State University; experienced gen- 
eral practitioner acceptable; starting salary not to ex- 
ceed $12,900 for a certified physician and $10, th if 
not certified; maximum salary $13,760. Apply: A. 
Tomasulo, Director of 
Administration Center, Dayton, Ohi Cc 


J.A.M.A., October 27, 1956 


GENERAL PRACTITIONER—FOR STAFF OF GROUP 
practice clinic; serving membership of over 20,000; in 
Washington, D, C.; department heads and many other 
staff members have American Boards; prefer man with 2 
years general internship and graduate of grade A medical 
school; annual salary open; 1 month vacation; study 
leave; sick leave; comprehensive retirement plan. Write 
to: Medical Director, Group Health Association, Inc., 
Vermont Ave., N. W., Washington 5, D. C. Cc 


PHYSICIAN—TEXAS LICENSE; SALARY $10,600; AD- 
ministrative ability, experience in general practice, un- 
der 55 years of age; interest in mentally retarded chil- 
dren; opportunity to live in one of the most desirable 
cities in U. 8.; 44 hour week, 18 annual holidays, 2 
weeks paid vacation, sick leave, retirement benefits; 
modern, progressive organization. Write: Raymond Vow- 
ell, Superintendent, Austin State School, P. O, Box 
1152, Austin, Texas. Cc 


VACANCIES—SENIOR PHYSICIANS WITH MINIMUM 
of 3 year psychiatric experience; excellent opportunities 
for advancement; salary range $7,320-$10,200; depend- 
ent upon applicant’s training and experience; annua! in- 
crements; nominal deduction for complete family mainte- 
nances; fully approved large eastern mental hospital+ 
with 3 year accredited residency training progress; must 

=. sane for licensure in Connecticut. Box 1953 C, % 


PHYSICIANS WANTED — OPENINGS FOR PHYSI- 

cians in a general medical clinic and for general medi- 
cine on a neuropsychiatric service in a university affiliated 
1000 bed general hospital; well qualified general prac- 
titioners acceptable; salary open, not to exceed $10,320 
if not certified, nor to exceed $12,900 if certified; 
fringe benefits. Apply: Dr. A. Tomasulo, Director, 
Professional Services VA Hospital, Dayton, Ohio. 


WANTED — ASSISTANT MEDICAL DIRECTOR FOR 
Mineral Springs Sanatorium, Cannon Falls, Minnesota; 
100 bed county tuberculosis hospital with active medical, 
surgical, out-patient and investigative programs: salary 
determined by experience; furnished house and utilities 
supplied; applicant must be male graduate of approved 
medical school and eligible for Minnesota license. Ad- 
dress: E. V. Bridge. Superintendent. Cc 


PHYSICIAN WANTED—GENERAL MEDICINE AND 
pediatrics; to start as full associate with well-established 
medical group; associates in surgery, obstetrics-gynecol- 
ogy, radiology and pathology; practice in connection with 
3 general medical men; holidays, Sundays and night calls 
rotated; individual practice currently established; con- 
veniently located in suburban northeast section of Balti- 
more, Maryland. Box 2114 C, % AMA. 


HOUSE PHYSICIANS REQUIRED IMMEDIATELY— 
male; for 100 bed general hospital; general service with 
emphasis on either surgery or medicine; no exchange 
visitors program at this time; salary $300 monthly and 
full maintenance for single man; suitable arrangements 
made for married applicant. Executive Director, Kent 
General Hospital, Dover, Delaware. 


PROCTOLOGIC FELLOWSHIP—AVAILABLE JULY 1, 
1957; College of Medical Evangelists, 1720 Brooklyn 
Avenue, Los Angeles 33, California; well-rounded pro- 
gram with active clinic and operative services; gradu- 

ate work leading to Board eligibility and M. 8. degree. 

Apply: Department of Proctology, % H. Mark Young, 

MD, Chairman of Department. Cc 


PSYCHIATRICS WANTED—SALARY $7570-$12,685 DE- 
pending upon qualifications; 25% aditional if Board 
certified (not to exceed $13,760); approved 3 years psy- 
chiatric residency in conjunction with Northwestern Uni- 
versity; hourly commuting distance Chicago. Write: 
Veterans Administration Hospital+, 
llinois. 


PHYSICIAN — STAFF PHYSICIAN, 
cal department 4 chemical plant on Texas Coast; 
young man with military com pleted ; 
experience not mandatory provided applicant has goes 
interest in industrial medicine and desires career in tha 
field; salary to $10,000; give personal and a AK. 
data ist letter. Box 2089 C, % AMA. 


CLINICAL INVESTIGATION—CHALLENGING POSI- 
tion involving new or improved therapeutic agents; sub- 
stantial salary, regular hours, opportunity for advance- 
ment, some travel; excellent employee benefits; front rank 
midwestern ethical pharmaceutical house; requires ap- 
proved medical training and licensure; prefer age below 

40; send all particulars, Box 2102 C, % AMA 


RADIOLOGIST — RAPIDLY GROWING PRIVATE 
practice; 2 man Board certified radiologists in partner- 
ship affiliated with general hospital expanding in size, 
located in central New Jersey area; desire young Board 
radiologist as associate; this is an excellent opportunity 
for future; association can lead to partnership arrange- 
ment. Box 2080 C, % AMA, 


OTOLARYNGOLOGIST — FOR STAFF OF GROUP 
practice clinic; serving membership of over 20,000 in 
Washington, D. C.; prefer Diplomate or Board eligible 
physician; annual salary open; 1 month vacation; study 
leave; sick leave; comprehensive retirement plan. Write 
to: Medical Director, Group Health Association, Inc., 
1025 Vermont Ave., N.W., Washington 5, Cc. Cc 


CONCERTED EFFORTS FROM RURAL AND SEMI- 
rdral communities afford rewarding opportunities for 
qualified general practitioners, pediatricians, 
obstetrician-gynecologists, and EENT; group practice, 
hospital affiliation, oy graduate education, modern fa- 
cilities, guarant t income; applicants must be eli- 
gible for West Virginia license. Box 2160 60 C, % AMA. 


WANTED IMMEDIATELY — NEW JERSEY; YOUNG 
general practitioner; Bergen County; New Jersey license 
a excelient opportunity to inherit large practice; 

ncome from beginning; home available if desired; 

Ceseelten residential community, schools and hospital; am 

desire partnership arangement, Box 1968 
fo . 


RESIDENT PHYSICIAN—PSYCHIATRIC HOSPITAL; 
psychiatric training not essential; good medical train- 
ing more desirable; salary $9000. Write: C. G. Stilling- 
er, MD, Superintendent, New Mexico State Hospital, 
Las Vegas, New Mexico. Cc 


ANESTHESIOLOGIST — WANTED TO JOIN ESTAB- 
lished group in large city in Mid-West; excellent finan- 
cial arrangements with paid vacations; ‘furnish complete 
details in letter to AMA. Box 2141 C, % AMA 


(Continued on page 72) 
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for best results 


... use The Journal AMA 


classified advertisements 


THE JouRNAL’s Classified columns are being used regularly and with an outstanding 
record of proven success! Write for rates on personal and commercial classified ads. 
For current issue, ad must reach us by Friday Noon, 15 days in advance. 


ADVERTISING DEPARTMENT 

JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET 
CHICAGO 10, ILLINOIS 
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Bright Side 
by &. K. 


Sam Levenson was telling about a musician friend whose harp 
got stuck in an elevator door. 

“For three days they had to feed him through the strings,” 
explained Sam, “and always the same thing—sliced hard-boiled 
eggs.” 

Two pre-teen men-about-town were discussing women. 

“Y’know,” said one, “I’ve been wondering . . . I’ve walked 
Susie to school every day this week. Twice I bought her sodas 
and tonight we’re going to a movie. D’ya think I ought to kiss 
her goodnight?” 

“Nah, you don’t hafta,” decided the other after some thought. 
“You've done enough for her already.” 

A soap box agitator in London’s Hyde Park was haranguing 
a motley group of listeners. “People of England!” he cried. 
“Comes the revolution and you, the workmen, will be rich! 
You'll be wearing cutaway coats and striped trousers!” 

“Who wants a cutaway?” came a voice. “I'd rather ‘ave a 
barmy business suit—” 

“Okay, my friend, a fine new business suit, then. And ladies, 
you'll be wearing diamonds and pearls.” 

“’Ear, ear,” came a voice. “Where'll we wear ’em to, any- 
way?” 

“And,” continued the orator, disregarding the interruptions, 
“you'll all be riding around in Bentleys and Rolls Royces—” 

“Wot’s wrong with bikes?” came a laughing voice. 

The agitator turned to the last heckler furiously. “Listen you! 
Comes the revolution—you'll do wot you're bloody well told to 
do—understand?” 

“In my home town,” says Herb Shriner, “my granddad ran 
the general store. It was always crowded, but he didn’t make 
much money. People would just come in, borrow tools and stuff 
and bring them back later. 

“I remember once, Old Man Hornby was samplin’ everything 
in the store—cookies, candies, fruits and stuff. Finally, Granddad 
got a little annoyed. ‘Hornby,’ he said, right sharp, ‘what'll you 
have?” 

“Well, to tell you the truth, Si,’ said the old man, ‘I’m so 
full, I don’t really care for nothin’! ” 

The weekly poker group were well along in their game and 
Dr. Evans, the town’s leading physician, had just drawn aces 
back to back in a hand of stud. Everybody stayed. On the next 
turn the doctor drew another ace. 

At this crucial moment one of the players suffered a heart 
attack and toppled across the table. The players rushed him to 
a sofa but it was too late. He had breathed his last. 

A silence fell over the group. “What’ll we do now, Doc?” 
asked one, 

“Out of respect for the dead,” replied the doctor solemnly, 
“I suggest we finish the hand standing up.” 

Sandwich spread: What you get from eating between meals. 


J.A.M.A., October 27, 1956 


“Just give me my golf, the great outdoors, and a beautiful 
girl,” says Mike Connolly, “and you can keep my golf and the 
great outdoors.” 

+ 

A couple of professional dancers, identical twins, were seated 
in a cocktail lounge in London when a thoroughly potted chap 
at the bar caught sight of them. He did a quick double-take, 
shook his head and cautiously looked over at them again. 

The twins, quite used to this, burst out laughing. “It’s all 
right, old man,” chuckled one. “You're not seeing things. We're 
twins.” 

The drunk looked at them again. “Oh, no!” he cried. “All four 
of you?” 

of 

Some newspapermen were sitting around a pub reminiscing 
about the late Heywood Broun—the burly columnist whose care-— 
less manner of dress caused a crony to compare him, once, to 
“a double bed that hasn’t been made up in a week.” 

On one occasion during World War I, Broun and other war 
correspondents were presented to General Pershing. After eyeing 
the rumpled journalist with some concern, the General called for 
his orderly to bring a clothes brush. Then, turning to Broun, he 
asked solicitously, “Where did you fall down, sir?” 

A little girl marched into a bank and handed the teller a 
$1.00 bill, saying, “Would you please change this to nickels?” 

Taking her nickels over to a table, she counted them carefully 
and returned. “Would you change these into dimes?” she asked. 

A few minutes later, back she came to get the dimes changed 
into quarters. When she returned with the quarters, the be- 
wildered teller finally demanded, “What in the world are you 
doing?” 

“Learning to count money,” she said briskly, and retired with 
two half-dollars. 
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Only 1 dose 


every 1 > hours! 


Continued clinical studies on this 
new Upjohn antibiotic have dem- 
onstrated that the 1-Gm. “prim- 
ing dose” originally recommended 
is unnecessary. The resultant 
usual adult dose of only 2 capsules 
(500 mg.) every 12 hours repre- 
sents a bonus of both economy 
and convenience for your patients. 
Particularly for Staphylococci 
and Proteus resistant to all other 
antibiotics, 


Medicine . . . designed for health... produced with care. 


Trademark, Reg. U. S. Pat. Off.— the Upjohn brand of crystalline novobiocin sodium. 
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‘ENZYMATIC DEBRIDEMENT 


The Armour Laboratories brand of purified crystalline trypsin 


e Liquefies viscous pus, permitting more efficient use of. anti- 
biotics and easier disposal of the debris.* 


e Stimulates appearance of free-moving, normal leukocytes for 


phagocytosis.* 


e Promotes growth of granulation tissue.* 


Tryptar “‘can be used locally wherever clotted blood, fibrin or pus 
is present following trauma or inflammation.”’* 
*Miller, J. M.: Postgrad. Med. 19: 16 (Jan.) 1956. 


Abscesses @ burns ¢ carbuncles and furuncles e decubitus ulcers (indolent, 
cutaneous) gangrene hematomas e osteomyelitis sinuses 


a 


2 vial preparation. 1 vial contains 250,000 Armour units 
of purified crystalline trypsin. Companion vial contains 25 
cc. of Tryptar diluent (Sorensen’s Phosphate Buffer Solu- 
tion) pH 7.1; plus plastic adapter to use with a powder 


blower. 


nd fistulas e ulcerations 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


(Continued from page 68) 


BOARD ELIGIBLE INTERNIST — FOR FLORIDA 
State Tuberculosis Hospitals; rapidly developing pro- 
gram with opportunities for advancement; beautiful hos- 
pitals; furnished houses available; liberal retirement 
and other benefits; salary dependent upon qualifications. 
Write: Robert Davies, MD, Director, State Tubercu- 
losis Board, P. 0. Box 286, Tallahassee, Florida. c 


WE WANT A PHYSICIAN, CERTIFIED BY THE 
American Board of Internal Medicine, with the sub- 
specialty of cariology; to fill the position of full-time 
director of education and research in a 400 bed hos- 
pital*+ in the midwest; salary and other considerations 
to be discussed at personal interview. Box 2104 C, 
% AMA. 


WANTED—RESIDENT PHYSICIAN; RAILROAD HOS- 
pital, Illinois town of 70,000; 75 bed hospital with large 
out-patient service; good salary; applicant must be 
graduate of United States Class A Medical School. 
Apply: Superintendent, Wabash Employes’ Hospital As- 
sociation, 360 E. Grand, Decatur, Illinois. Cc 


WANTED—GENERAL PRACTITIONER; LICENSED IN 
California; age 30-40; to associate with 130 bed hospital 
established over 50 years ago; duties: office and house 
calls; especially interested in obstetrics; good future and 
gee income for one willing to work. Box 2096 C, 
So AMA 


WANTED—PHYSICIAN; GENERAL PRACTICE IN- 
dustrial hospital and clinic for 2 large mining com- 
panies; office furnished; $729 per month with privilege 
of private practice plus extra on insurance basis; ty 
personal and professional data in Ist letter. Box 1 
Miami, Arizona. 


ANOTHER YOUNG GENERAL PRACTITIONER NEED- 
ed—in pleasant, prosperous, rapidly-growing northern 
Connecticut residential and agricultural community near 
Hartford, and Springfield, Massachusetts; privileges 
grailable hospital; excellent opportunity. Box 


PHYSICIAN INTERESTED IN INTERNAL MEDI- 
cine—to serve under Board certified chief of medicine, 
new 200 bed GM&S hospital; salary to $13,760 depend- 
ing on qualifications; U. S. licensure, citizenship re- 
quired. Write: Manager, Veterans Administration Hos- 
pital, Clarksburg, West Virginia. c 


FLORIDA — OPHTHALMOLOGIST AND OTOLARYN- 
gologist wanted; to head departments in expanding clinic 
hospital; large, newly equipped facilities; unusual oppor- 
tunity for younger men; Board certification or eligibility, 
and Florida license required; full details upon applica- 
tion. Box 2147 C, % AMA. 


WANTED—INTERNIST; PREFERABLY BOARD ELI- 
gible; asociation with 9 man group leading to partner- 
ship; starting salary $16,000; no capital outlay needed; 
pereren and professional date requested. Box 2152 C, 

AMA. 


J.A.M.A., October 27, 1956 


MEDICAL DIRECTOR — 150 BED TUBERCULOS] 
hospital in Seward, Alaska; salary $15,000 per annu» 
plus maintenance. For details write: Paul W. Nelso: 
M.H.A, Administrator, or F. J. Phillips, MD, FACS 
Medical Director and Thoracic Surgeon, Seward Sana 
torium, Bartlett, Alaska. { 


WANTED—ASSISTANT SURGEONS; TO WORK WIT!) 
a large, busy surgical group beginning January 1, 1957 
preference given if time can be applied as preceptorship 
for American Board of Surgeons; considerable opportu 
nity to perform major surgery; California license re- 
quired before accepting position. Box 1954 C, % AMA 


GENERAL PRACTITIONER WANTED—FOR INDUS- 
trial and mining town northeastern Washington; areas 
population approximately 1300; present physician classed 
1A; house and equipped office ‘available; rivate hospita! 
10 miles distant: write for particulars. Box 2143 C, % 


WANTED—BOARD QUALIFIED OR CERTIFIED MAN 
for permanent association and future partnership in the 
ENT department with a large group in Southern Calif- 
ornia; starting salary $1000 to $1200 per month de- 
pending on age and ee must have California 
license. Box 2140 C, % AMA 


PATHOLOGIST—DIRECTOR OF LABORATORIES; 600 
southern Ohio general hospital*+; JCHA approved; 
190,500 tests, 5800 tissue examinations yearly; man 
with administrative and teaching ability needed; medical 
school affiliation ; salary arrangements ; excellent oppor - 
tunity. Box 2139 C, % AMA. 


WANTED—GENERAL PRACTITIONER; FOR CLINIC 
in town of 25,000; each doctor has individual practice 
and shares the following facilities: X-ray, laboratory 
cystoscopic, physiotherapy and opera yf Tooms; open 
staff 100 bed hospital available. Write: R. L. Campbell, 
MD, Corsicana, Texas. Cc 


PATHOLOGIST — DIRECTOR OF LABORATORIES; 
600 bed southern Ohio general hospital*+; JCHA ap- 
proved; 208,800 tests, 5800 tissue examinations yearly 
man with administrative and teaching ability needed - 
medical school affiliation; excellent 
opportunity. Box 2167 C, % A 


INTERNISTS AND GENERAL PRACTITIONERS 
wanted—in 2400 bed hospital+; hourly commuting dis- 
tance Chicago; salary ranges $7570-$12,685, depending 
upon qualification. Write: Manager, Veterans Adminis- 
tration Hospital, Downey, Illinois, Cc 


WANTED -— OTOLARYNGOLOGIST; TO HEAD DE- 
partment by small midwest group, excellent residential 
community, modern hospital; salary to start leading to 
early full information in Ist letter. 
Box 2169 C, % A 


WANTED—GENERAL SURGEON; FOR 25 BED HOS- 
pital; fully equipped; in central Texas agricultural com- 
munity; all facilities completely furnished, including in- 
struments; associate with EENT owner; wonderful oppor- 
tunity for qualified man. Box 2085 C, % AMA. 


TWO GENERAL PRACTITIONERS—TO JOIN 3 GEN- 
eralists and 12 visiting specialists in challenging pro- 
ae excellent facilities, hospital affiliation; guaran- 

$12,000 net. Raleigh-Bone Medical Group, Box 
1023, Charleston, West Virginia. Cc 


ANESTHESIOLOGIST—BOARD ELIGIBLE; WANTED 
immediately; to join a group of 6 staff anesthesiologists. 
If available write or phone: Stevens J. Martin, MD, 
Director, Department of Anesthesiology, St. Francis 
Hospital,*+ Hartford 5, Connecticut, Cc 


GENERAL PRACTITIONER — FOR COMMUNITY OF 
1000; specializing after 2 years; average gross $30,000 
per year; 9 room community owned well-equipped office; 
hospital 18 miles. Beaver Valley Clinic, Beaver City, 
Nebraska. Cc 


FELLOWSHIP — FULL TIME IN OPEN CARDIAC 
surgical research; candidate should have thoracic and/or 
cardiovascular background. Write: Doctor Anthony D. 
Crecca, St. Michael’s Research Foundation*+, Newark, 
New Jersey. Cc 


GENERAL PRACTITIONER—SPECIAL INTEREST IN 
internal medicine; to complete 4 man staff, with 47 
bed modern well-equipped industrial hospital in Ajo, 
Arizona; salary and income ny ay Write: F. A. Nel- 
son, Chief Surgeon, Ajo, Arizona for particulars. 


PEDIATRICIAN — NO CERTIFICATION REQUIRED; 
to limit practice; well-established specialty group; grow- 
ing Texas Gulf Coast area; women acceptable; year 
round golf, Sore. hunting, etc. ; wonderful climate. Box 
2084 C, % A 


GENERAL PRACTITIONER—INTERESTED IN SUR- 
gery; take over established practice in beautiful south- 
western Wisconsin, two offices; 40 bed hospital in town; 
purchase equipment out of earnings. x 2088 C, 
% AMA. 


PHYSICIAN; MISSOURI TOWN 

; 40 bed hospital with large out-patient service; 

Apply to: Superintendent, Wabash Em- 

ployes’ Hospital Assn., 360 E. Grand, Decatur, ~ 
nois. 


WANTED— AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice, teach- 
ing, research, public health or industrial medicine; 
National and International services. Burneice Larson, Di- 
rector, Medical Bureau, 900 N. Michigan Ave., Chicago, 


CALIFORNIA MEDICAL BUREAU AGENCIES—FTR 
hysicians placements, and hospitals and medical proper- 
jes for sale. E. Green Street, Pasadena, California, 

S. Broadway Street, Los Angeles 14, 
fornia. 


ORTHOPEDIC SURGEON--TO JOIN TWO GENERAL 
surgeons serving southwest town more than 40,000; new 
office building properly equipped; Board eligible or certi- 
fied. Contact: Dr. Jack Wright, 4000 Central, Hot 
Springs, Arkansas. Cc 


CTSLASV — POTENTIAL PARTNERSHIP 
offered, should {| year a period prove satis- 
factory to both parties; salary during employment com- 
mensurate with experience and qualifications. Box 1943 


(Continued on page 74) 
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Lipo Gantrisin ‘Roche’—a new, palatable 
liquid for antibacterial therapy—offers 
three significant features: 


1. Only two doses a day needed 
in most cases 


2. Adequate twelve-hour blood levels 


after a single dose 


3. Same therapeutic advantages as 
Gantrisin ‘Roche’ 


Lipo Gantrisin® Acetyl—brand of acetyl sulfisoxazole 
in vegetable oil emulsion 
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and worry 


Noludar ‘*Roche' brings calm 
and quiet. Not a barbiturate, 
not likely to be habit forming, 
50 mg teied. provides daytime 
sedation with little or no loss 
of acuity, or 200 mg hes. in- 
duces a sound night's sleep, 


usually with a refreshed and 


clear=headed awakening, 
Noludar tablets, 50 and 200 mg; 
elixir, 50 mg per teaspoonful. 
Hoffmann = La Roche Inc. 


Nutley, New Jersey 


Noludar®-- brand of methyprylon 
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PARENTS 
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CALLING ALL PARENTS 


A delightful booklet where babies do the talk- 
ing through pictures and captions. 36 pages, 
25 cents 


WHAT DOES YOUR BABY 
PUT IN HIS MOUTH? 


Tells how to prevent accidents from choking 
and what to do if they happen. by Chevalier 
Jackson and Chevalier L. Jackson. 24 pages, 
15 cents 


BAD HABITS IN GOOD BABIES 


Including sleep disturbances, eating problems, 
stubbornness, bladder control. by H. M. Jahr, 
16 pages, 20 cents 


THUMBSUCKING 


Tells when and why babies suck their thumbs 
and what to do about it. by Margaret B. 
Kerrick, 4 pages, 10 cents 


AMERICAN 
MEDICAL 
ASSOCIATION 


535 N. Dearborn Street, Chicago 10, Illinois 


to reduce discomfort and 
"complications of cough 


The Cosmetic Answer 


More and more doctors are coming to realize that 
the problems of many of their patients can be answered by 
the intelligent use of the right cosmetics. 


Frequently, disfiguring marks can be effectively con- 
cealed with a resultant improvement in the subject's gen- 
eral outlook on life. 


There are many periods in a woman's life when an 
interest in improving her appearance goes a long way 
towards restoring a sense of well-being. 


We suggest that a normally healthy person enjoys 
looking attractive as well as feeling fit. 


We also suggest that the services of a Luzier Cos- 
metic Consultant can be of help in all cases where a 
restoration of self-confidence is a factor. 


Luzier’s Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY 41, MISSOURI 
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impressive performance... 
distinguished appearance 


DIRECT-WRITING 
_ELECTROCARDIOGRAP 


with Ne 
LIFETIME-GUARANTEED 
Standardization 


New—Solid Mahogany Cabinet 

Rich hand-rubbed finish in choice 
of Blonde (illustrated) or Natural 
Mahogany—exclusive with Cardi-all! 


New—Standardization Cell 
Guaranteed for Life 

Unbreakable, leak-proof — imper- 
vious to extremes of temperature and 
climate. Exclusive with Cardi-all! 


New—Paper Compartment Light 


For easier reading while recording 
. - . also serves as on-off pilot light. 


INFORMATION REQUEST 


For full information on the 
Beck-Lee ‘‘Cardi-all’’, clip this 
coupon to your letterhead and 
mail to: Dept. AM-1056 


onto’s LARGEST EXCLUSIVE MANUFACTURER OF ELECTROCARDIOGRAPHS 


BECK-LEE 


CORPORATION 


Compare Cardi-all on all these points! 
e Clinical Accuracy 
e Simplicity of Operation 
e Freedom from Maintenance Cares 
e 10-Second Paper Loading 
Automatic Controls 
e Realistically Priced at $595 


Completely Portable! Weighs less than 
other EKG instruments —a vital 
factor for versatile use in office, 
hospital, or patient’s home. 


630 W. Jackson Bivd. 
Chicago 6, U.S.A. a 


(Continued from page 72) 


OPHTHALMOLOGIST WANTED—BOARD CERTIFIED; 
who has recently completed training; for association 
with ophthalmologist in Detroit, Michigan; Write sx 
ing personal and professional data. Box 2157 Cc, % AM 


RESIDENT PHYSICIAN WANTED—PENNSYLVANIA 

license bag part time general practice; salary 

000 per year plus Artery of practice; offices fur- 
nished. 2154 C, GA 


WANTED — GENERAL PRACTITIONER; FOR ASSO- 


ciation with group in Detroit; salary and percentage; 
write giving full information about background and 
qualifications. Box 2163 C, % AMA. 


PATHOLOGIST—SMALL HOSPITAL FULLY ACCRED- 
ited; needs part time services of trained pathologist; 
may have — practice office; growing community. Box 
2165 C, % AM 


PAID HOUSE RESIDENT—MODERN GENERAL HOS- 
pital 65 beds; Chicago suburb; 2 residents employed 
allowing liberal time off. Apply: Superintendent, Lake 
Forest Hospital, Lake Forest, Illinois. Cc 


WARD SURGEON—NEBRASKA 20! BED GENERAL 
hospital; Board certified preferred; orthopedic interest 
desirable. Write: Manager, Veterans Administration 
Hospital, Grand Island, Nebraska. c 


OBSTETRICIAN-GYNECOLOGIST WANTED — FOR 
Illinois 12 man group; Board eligible or certified ; $12,000 
guaranteed with early partnership; community of 85,000 
with accredited hospitals. Box 2149 C, % AM 


PSYCHIATRIST—TO HEAD UP MENTAL HYGIENE 
sub-clinic in Arizona; salary will depend on qualification. 
Contact: Manager, Veterans Administration Hospital, 
Phoenix, Arizona. Cc 


PATHOLOGIST—FOR PRIVATE PRACTICE IN RAP- 
idly growing community with 4 hospitals; $1250 per 
month guarantee; Board certified or eligible. E, E. 
Connor, MD, New Pasadena Hospital, Pasadena, er 


EXCELLENT OPPORTUNITY — GENERAL PRACTI- 
tioner under 40, growing town of 1200; offices available; 
affiliation with group in County seat if desired. Cham- 
ber of Commerce, Wells, Nevada. Cc 


WANTED—AN INTERNIST OR SURGEON; TO TAKE 
over a long established practice in mid-western agri- 
culture, college and oil center; nothing to buy. Box 2117 
C, % AMA. 

WANTED—GENERAL PRACTITIONER, INTERESTED 
in obstetrics and gynecology; to join 3 man group; excel- 
lent, permanent opportunity; Wisconsin. Box 2138 C, 
Yo AMA. 


J.A.M.A., October 27, 1956 


INTERNIST WANTED — BOARD ELIGIBLE INTE. 
ist under 45; to be with small group; salary and pri- 
vate practice, Rocky Mountain area. Box 2128 C, “, 


ASSOCIATE WANTED—MUST BE WELL-TRAINE): 
and experienced in obstetrics, gynecology, and genera! 
surgery; starting salary $12,000 per year, Metairie H..-. 
pital, 310 Codifer Blvd, Metairie, Louisiana, Cc 


WANTED — BOARD QUALIFIED OBSTETRICIA\- 
Gynecologist; splendid opportunity in 10 man Iowa groiip 
with liberal salary and eventual partnershi). 
Box 1867 C, % AM 


WANTED — .INTERNIST; BOARD QUALIFIED 0R 
certified; 10 man group in Mid-West has staff open- 
ing; lberal salary with eventual partnership, Box 1517 


WANTED — FIRST YEAR FELLOW IN GENERAL 
surgery; salary $5000 per Rt. i2 man clinic near 
Chicago, Illinois; 4 Board s with Illinois 
license preferred. Box 2101 % A 


EXPANDING CENTRAL TEXAS GROUP — DESIRES 
association with Board qualified ophthalmologist; exce!- 
lent proposition heading to full partnership in short 
period of time; college town. Box 2082 C, % AMA. 


WANTED — GENERAL PRACTITIONER; TO TAKE 
over a very active general practice in west central Penn- 
sylvania; well-equipped office and home for sale or rent. 
Box 2078 C, % AMA. 


RECENT DIPLOMATE OR BOARD ELIGIBLE IN IN- 
ternal medicine—as associate. Hilton S. Read, MD. 
5407 Atlantic Ave., Atlantic City, New Jersey. Cc 


WE HAVE TWO POSITIONS OPEN—ONE FOR LO- 
cum Tenens and the other position for 1 or 2 years. 
200 Republic Bldg., Cleveland 15, Ohio. Cc 


WANTED — GENERAL PRACTITIONER; FOR TEN 
man group in Mid- vc est; liberal salary with eventual 
partnership. Box 1548 C  % AMA, 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A. M. A. Consult Council’s approved list 
for types of internships and residencies approved. 


516 b GM fully approved VA Research Hospital+ ; 
with University Medica! School; 
openings now for residents in internal medicine, generai 
surgery, pathology, physical medicine and rehabilitation, 
diagnostic and therapeutic radiology; must be U. 8. 
citizens and graduates of approved schools; stipend 
$2840-$3550. For information write: Director, Profes- 
sional Services, VA Research Hospital, 333 E. Huron St., 
Chicago 1i, Illinois. D 


RESIDENCY—INTERNAL MEDICINE; 1100 BED GEN- 
eral hospital+; 3 year; 2 lst year vacancies; teaching 
unit, Baylor University College of Medicine; female, pri- 
vate, out-patient medicine; includes all subspecialties 
bared supervision of Board certified specialists; stipend 

$2840-$3550; radioisotopes, research, pulmonary func- 
tion ete. ; citizenship required. H. D. Bennett, MD, 
VA Hospital, Houston, Texas. D 


RESIDENCIES AVAILABLE — VETERANS ADMINIS- 
tration Hospital+ ; large southern medical center affiliated 
with Tulane University and Louisiana State University 
Schools of Medicine; fully approved; citizenship required; 
openings July 1, 1957, in internal medicine, general 
surgery, urology, orthopedics, ophthalmology, radiology, 
pathology, and psychiatry. Apply: Manager, Veterans 
Administration Hospital, New Orleans, Louisiana. 


TWO SURGICAL RESIDENTS FOR 1ST AND SECOND 
year levels; 1 os available January 1, 1957; 1 
available July 1957; applications now being con- 
sidered; stipend ‘oso to $350 per month; medical school 
affiliated hospital*+; applicants from foreign schools 
considered if approved by the American Medical Asso- 
ciation. Write R. F. Mueller, MD, St. Elizabeth Hos- 
pital, Lincoin, Nebraska. D 


THE DOCTORS HOSPITAL 


909 University Street 
Seattle 1, Washington 


HOSPITAL APPOINTMENTS 
OPEN 


Applications being taken for the year 
beginning July 1, 1957. 
Stipend 


Internship...................$200 per month 
per month 


Medical 
Pathology 


Full maintenance is also provided 
187 Beds 48 Bassinets 


FULLY APPROVED 


Complete information available 
Applications to: 
Chairman, Intern Committee D 


(Continued on page 76) 


as. 
i 
| 
| 
7 | 
| 
4 


75 


Medical-Journal Report: 
Hypertensive symptoms relieved 
in 96% of patients 


“Comparison of pentolinium [ANSOLYSEN] with other preparations in 25 
patients with severe essential hypertension . . . showed that pentolinium 
is . . . most effective . . . in reducing dangerously high blood pressure to 
the desired levels, and in modifying some of the complications of hyper- 
tension, as cardiac decompensation, cardiomegaly and retinopathy... . 


“In 96 per cent (24 patients) clinical symptoms were relieved and the 
blood pressure maintained at comfortable levels. ...’”? 


ANSOLYS EN 


TARTRATE Pentolinium Tartrate 
Lowers Blood Pressure 


1. Albert, A., and Albert, M.: Am. Pract. & 
Dig. Treat. 7:986 (June) 1956. 


Pg. 
Wigeth 
Philadelphia 1, Pa. 


5 
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“Quality” is often an empty 
word, especially in x-ray 
equipment. Gcod x-ray 
units should provide high- 
est technical excellence, 
durability and ease of 
operation .. . combined 
with safety and high capac- 
ity. You’ll find low purchase 
price plus high quality in 
Profexray equipment .. . 
used by more than 20,000 


doctors. 


x-ray equipment at lower prices — 
through advances in engineering 
design and production techniques 


ted + 1401 orth icmavenue « maywood, illinois 


(Continued from page 74) 


RADIOLOGY RESIDENCIES — AVAILABLE NOVEM- 
ber 1, 1956; and January 1, 1957; in new 800 bed general 
hospital;*+ teaching hospital unit, new medical schooi 
department of radiology; appointments made for 3 years 
in a service covering diagnosis, therapy, radium, isotopes. 
Address: Director, Department of Radiology, Parkland 
Memorial Hospital, Dallas, Texas. D 


PATHOLOGY THREE YEAR AP- 
proval anatomical 284 au- 
topsies; 6000 surgicals; 97,000 laboratory procedures; 
active cytology program; Florida license not required; 
stipend $325 per as Florida 
city; available now or January Ist. ply: Chief of Path- 
ology, Orange Memorial Sriando, Florida. D 


INTERNSHIPS—ROTATING; 8 AVAILABLE JULY 1, 
1957; in 300 bed modern general hospital* AMA ap- 
proved; stipend $200 per poet plus full maintenance; 
unusual opportunity to work with Board men in all spe- 
cialties and includes staff teaching and regular con- 
ferences on all services. Apply: Director, The Niagara 
Falls Memorial Hospital, Niagara Falls, New York. 


APPROVED TWO YEAR ORTHOPEDIC RESIDENCY 
available January 1, 1957—applicants must be graduates 
of grade A medical school and must have had 1 year of 
internship plus 1 year of surgical training. Apply: Med- 
ical Superintendent, Queens General Hospital+, Jama- 
ica 32, New York. D 


PEDIATRIC RESIDENCIES — ACCEPTING APPLICA- 
tions to begin July 1, 1957; graduates of approved schools 
only; fully approved : supervised by Board certified spe- 
Cialists; stipend begins at $290 per month. Edwin B. 
Peel, Administrator, Georgia Baptist Hospital*+, 
Atlanta, Georgia. D 


HEALTH OFFICER TRAINEE—FOR RESIDENCY IN 
public health+; American citizen, or lst papers; grad- 
uate AMA approved school; no training or experience 
required; salary open, Write: Wilson T. Sowder, MD, 
MPH, State Health Officer, P. O. Box 210, Jackson- 
ville 1, Florida. D 


PATHOLOGY RESIDENCY—AVAILABLE JANUARY 1, 
1957; active departments of pathologic anatomy, clinical 
pathology and exfoliative cytology; approved 4 year pro- 
gram. Inquire: pathologist, St. Vincent’s Hospital*+, 
Erie, Pennsylvania. D 


GENERAL PRACTICE RESIDENCY — POSITION 
available immediately; 210 bed County hospital+; out- 
patient department; emergency room; $300 to $350 per 
month. Write to: Assistant Superintendent, Pierce 
County Hospital, Tacoma 8, Washington. D 

PEDIATRIC PATHOLOGY RESIDENCIES—INCLUDES 
training in anatomic pathology, hematology and leukemia 
study; teaching hospital; available July 1, 1957, Apply: 
Director of Laboratories, Children’s Hospital+, Wash- 
ington 9, D. C. D 


J.A.M.A., October 27, 1956 


| ROTATING INTERNSHIP AVAILABLE I TE- 

ly—approved general hospital* in Southwest; foreign 
graduates considered; salary $150 plus maintenance. 
| Write Administrator, Memorial Hospital, Phoenix. 
Arizona. D 


RESIDENT IN INTERNAL MEDICINE — FOR AP- 
proved 3 year service in 700 bed general hospital*+. 
available ee Apply: Supt., San Joaquin Gen- 
eral Hospital, P. O. Box 1890, Stockton, California. D 


RESIDENT IN RADIOLOGY—FOR APPROVED Two 
year service in 700 bed general hospital*+; available 
July 1957. Apply: Supt., San Joaquin General Hospita}. 
Box 1890, Stockton, California. D 


RESIDENT IN PEDIATRICS—FOR APPROVED Two 
year service in 700 bed general hospital*+; available 
immediately. Apply: Supt. San Joaquin General Hos- 
pital, Box 1890, Stockton, California. D 


ANESTHESIOLOGY—APPROVED TWO YEAR RESI- 
dency starting January 1. 1957; maintenance and stipend. 
Apply to: L. L. Frick, MD, Director of Anesthesiology, 
Mercy Hospital*+, Canton, Ohio. D 


UROLOGY RESIDENCY—AVAILABLE JULY 1ST; 3 
year approved program; must be eligible for licensure in 
Illinois, Presbyterian Hospital*+, Chicago, Illinois. D 


WANTED—RESIDENT IN ; YEARS* +, 
excellent training. Box 2176 D, % A 


PSYCHIATRIC RESIDENCIES — VACANCIES ARE 
available for 5 lst year, 5 2nd year, and 5 3rd year 
residents in psychiatry, beginning July 1, 1957, at the 
Philadelphia Psychiatric Hospital+, Ford Road and 
Monument Avenue, Philadelphia 31, Pennsylvania; ap- 
proved by AMA, AHA, ACS for 8 years training in 
sychiatry, both clinical and didactic, as preparation for 

ards; this is a 150 bed hospital, treating only acute 
psychotic and psychoneurotic patients; analytically ori- 
ented; exchange residency with general hospital for neu- 
rology and child psychiatry available; residents are 
under constant supervision and cases are controlled; for 
further details write for brochure and application. Ad- 
dress communication to: Dr. Samuel Cohen, Medical 
Director. D 


PSYCHIATRY—BARNES HOSPITAL*+; 3 YEAR AP- 


proval; versatile residency offering supervised dynamic 
psychotherapy, excellent opportunities for research, 
training in neurology, recognized child guidance clinic, 
outpatient and inpatient therapy in new university psy- 
chiatric hospital, psychosomatic medicine closely allied 
with internal medicine; close liaison of university with 
psychoanalysts; St. Louis a city with artistic, intellec- 
tual facilities; program and salary flexible; full main- 
tenance, Write: E. , ildea, MD, Department of 
Neuropsychiatry, Washington University Medical School, 
St. Louis, Missouri. D 


AVAILABLE JULY 1, 1957—APPROVED RESIDEN- 
cies in general practice, surgery, urology, pediatrics, in- 
ternal medicine, radiology and pathology; other residen- 
cies offered in eye, orthopedics, obstetrics and gynecology; 
available immediately, approved residencies in internal 
medicine and general practice; 320 acute bed new mod- 
ern County hospital+; 60 bassinets, excellent diagnostic 
and therapeutic facilities; salaries $325 to $425 per 
month; final citizenship papers required; full accredita- 
tion and active staff participation, located in community 
of 140,000 population. Administrator, Kern General 
Hospital, Bakersfield, California. D 


| ASSISTANT RESIDENCIES IN INTERNAL MEDICINE 
—Available July |, 1957; in a new hospital+ for the 
treatment and rehabilitation of patients with chronic 
diseases; AMA a rag & Deans’ Committee supervision, 
full-time staff of 10 physicians active in research and 
medical student teaching; medical residents may rotate 
through neurological and respirator units; salary $3060 
to $3300 per year; completion of AMA approved intern- 
ships or residency required. Apply: Chief of Medical 
Services, Lemuel Shattuck Hospital, 170 Morton Street, 
Boston 30, Massachusetts. D 


RESIDENCIES AVAILABLE—MODERNLY EQUIPPED 
516 bed, GM&S, fully approved VA Research Hospital+ ; 
affiliated with Northwestern University Medical School; 
openings now for residents in internal medicine, general 
surgery, pathology, physical medicine and rehabilitation, 
diagnostic and therapeutic radiology; must 8. 
citizens and graduates of approved schools; stipend 
$2840-$3550. For information write: Director, Profes- 
sional Services, VA Research Hospital, 333 E. Huron 8t., 
Chicago 11, Illinois. D 


THORACIC SURGERY RESIDENT—DUE TO SUDDEN 
illness, the senior year of a Board of Thoracic Surgery 
approved 2 year thoracic surgery residency will be 
available from January through December 1957; position 
carries widespread responsibility with extensive inde- 
pendent surgery; medical school affiliation; research facil- 
ities present; applicant should be certified or eligible for 
American Board of Surgery. Kindiy address replies to: 
Dr. Richard H. Adler, The Buffalo General Hospital* + 
100 High Street, Buffalo 3, New York, D 


| APPROVED PATHOLOGY RESIDENCIES — AVAIL- 

able immediately in 443 bed generai hospital*+ affiliated 

with Columbia Presbyterian Medical Center in New 
| York City; 2 years approved residencies under 2 full- 
time Board certified pathologists; closely supervised 
teaching program with active surgical, gynecological, and 
clinical pathology, hematology, and high autopsy rate. 
Inquire: Director of. Laboratories, The Roosevelt Hos- 
pital, 428 West 59th Street, New York 19, New York. D 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHIA- 
try+; approved 3 year program; balanced clinical and 
didactic training a. psychotherapy and somatic 

* therapies, outpatient and child psychiatry; at VA, State 
and Menninger hospitals; affiliated with Topeka Institute 
for Psychoanalysis; 5 year appointments combining resi- 
dency and staff experience for Board eligibility available 
at staff saiaries. Write: Registrar, Menninger School of 
Psychiatry, Topeka, Kansas. D 


PSYCHIATRIC RESIDENCIES—IN A GENERAL 
Medical and Surgical Veterans Administration Hospital, 
affiliated with the University of Michigan; offering 4 
fully-accredited 3-year, well-balanced didactic and 
seminar program; opportunity for experience in an ap- 
proved new children’s residential psychiatric treatment 
center. For further information write: Dr, Paul M. 
Ireland, Manager, Veterans Administration Hospital 
Ann Arbor, Michigan. D 


(Continued on page 78) 
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STANDARD 


Shortly after antihistaminic 
therapy was introduced, Pyri- 
benzamine was chosen as a 
standard among 17 antihista- 
minics compared for their 
power to inhibit histamine 
flare! Six years later, Pyri- 
benzamine still was “probably 
prescribed more widely than 
any other histamine antagon- 
ist.”? Effectiveness in control- 
ling edema, erythema and 
whealing has made Pyriben- 
zamine an enduring antihista- 
minic standby in such condi- 
tions as allergic dermatitis and 
rhinitis, urticaria, serum sick- 
ness and drug reactions. 

1. Lovejoy, H. B., Feinberg, S. M., and 
Canterbury, E. A.: J. Allergy 20:350 
(Sept.) 1949. 2. Goodman, L. S., and 
Gilman, A.: The Pharmacological Basis 


of Therapeutics, 2nd Ed., The Macmillan 
Company, New York, 1955, p. 660. 


hydrochloride 
(tripelennamine hydrochloride CIBA) 


Dosage: One or two 50-mg. tablets 
as required. Supply: Tablets, 50 mg. 
(scored) and 25 mg. (sugar-coated). 


Bes SUMMIT, N. J. 
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12 APPROVED ROTATING INTERNSHIPS AVAIL- 
able—July 1957 to July 1958; excellent teaching program ; 
affiliation with New York University—Bellevue Re- 
gional teaching plan; new 291 bed hospital*+ in 
suburban community near New York City; $125 per 
month plus full maintenance; limited housing for mar- 
ried interns. Apply: Director, Overlook Hospital, Sum- 
mit, New Jersey. D 


IN DERMATOLOGY; OPEN- 
ings for {| yea mini $50 
per month with AMA and American 
Board approved; ali table under Ex- 
change- Visitor ‘program, “A ply: Henry H. Perlman, 

Acting Medical Direc The Skin an Cancer 
Hospital of Philadelphia+, 804 Pine Street, Philadel- 
phia 7, Pennsylvania. D 


RESIDENCY—INTERNAL MEDICINE; 1100 BED GEN- 
eral hospital+; 3 year; 2 Ist year vacancies; teaching 
unit, Baylor University College of Medicine; female, pri- 
vate, out-patient medicine; includes all subspecialties 
under supervision of Board-certified specialists; stipend 
$2840-$3550; radioisotopes, research, pulmonary func- 
tion ete.; citizenship required. H. D. Bennett, MD, 
VA Hospital, Houston, Texas. D 


PSYCHIATRIC RESIDENCY VACANCIES—APPROVED 
3 year residency in conjunction with Northwestern Uni- 
versity Medical School; extensive training program in 
clinical psychology, vocational counseling, social service, 
and related fields; salary ranges from $2840-$3550; and 
for career residents $7570-$10,065; hourly commuting 
distance Chicago; citizenship required. Write: Manager, 
Veterans Administration Hospital+, Downey, Illinois. D 


PATHOLOGY—FOUR YEAR APPROVED RESIDENCY 
in morbid anatomy and clinical pathology; approximately 
7500 surgicals and 175 autopsies performed per year; 
staff includes 2 pathologists, full-time biochemist, mi- 
crobiologist = part time hematologist. Address com- 
munications Dr. Tobias Weinberg, Pathologist-in- 
€hief, Sinai ‘Hospital, *+ Baltimore 5, Maryland. D 


APPROVED RESIDENCIES—INTERNAL MEDICINE; 
available quarterly, Veterans Administration Center+, 
Dayton, Ohio; 3-4 year program, citizenship required; 
affiliated and ‘supervised by Ohio State University Med- 
“fieal School, salary $2840-$4000 per year; approved for 
benefits under Public Law 550. Apply: Dr. S. Simerman, 
Chief, Medical Service, VA Center, Dayton, Ohio. D 


ANESTHESIOLOGY — ONE OR TWO YEAR RESI- 
dency fulfilling the requirements for the American Board 
of Anesthesiology certification; stipend lst year $2400; 
second year $3000. Write to: . Hand, MD, or 
Francis J. Audin, MD, Department of Anesthesiology, 
England Deaconess Hospital+, Boston, 
chusetts, 


ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY 
of Minnesota Hospitals, Minneapolis Veterans Adminis- 
tration Hospitals and associated hospitals; an opening 
every 4 weeks. Address: Frederick H. Van_ Bergen, 
MD, Director of Anesthesiology, University of Minne- 
sota Hospital, Minneapolis, Minnesota. D 


FULLY APPROVED RESIDENCIES—THREE YEARS 
in interna! medicine; 3 years in pathology, 2 year ap- 
proved; all teaching by diplomates; joint program of an 
educational and research foundation with an accredited 
ppeottelt in a large southwestern city. Box 2038 D, 


OTOLARYNGOLOGY RESIDENTS — APPROVED 
training, teaching of Pittsburgh 
Medical Center; room, oa allowance for 
books and attendance to JL. -7 meetings. Write: Ad- 
ministrator, Eye and Ear Hospital+, Pittsburgh 13, 
Pennsylvania. D 


PATHOLOGY RESIDENCY — AVAILABLE IMMEDI- 
ately; fully approved 4 year program in pathologic anat- 
omy and clinical pathology; 500 bed, general hospital 
with full-time pathologist. Write to: Dr. 8S. J. Rose, 
Pathologist, St. Michael’s Hospital*+, 306 High St., 
Newark, New Jersey. D 


WANTED—RESIDENT, SURGEON; $200, FULL MAIN- 
tenance (board, individual room, laundry, uniforms) ; 
July 1, 1957; 165 bed general hospital+; approved AMA 
3 year surgery, approved cancer clinic, training school for 
nurses. Address: Medical Director, Kanawha Valley Hos- 
pital, Charleston 1, West Virginia. D 


PATHOLOGY RESIDENCIES—UNIVERSITY OF KAN- 
sas Medical School*+ and VA Hospital; 4 year program 
available for certification, 1 year program for residents 
other specialties; 12 full time staff pathologists; U. 8. 
citizens preferred. Apply: Dr. R, E. Stowell, Kansas 
City 12, Kansas. D 


ANESTHESIOLOGY RESIDENCIES — FULLY AP- 
proved residency with didactic, laboratory, and clinical 
instruction; large thoracic service; available immediately. 
Apply to: ‘Alfred J. Catenacci, MD, Hahnemann Med- 
College and Hospital*+, Philadelphia, 
vania. 


MEDICAL RESIDENCY—!IST YEAR LEVEL; BOARD 
approved 3 year program; 400 bed teaching hospital*+ 
and clinic affiliated with medical school in New York 
City; $1980 per annum plus complete maintenance; ap- 
pointment available immediately, Box 2058 D, % AMA. 


PATHOLOGY RESIDENCY AVAILABLE IMMEDI- 
ately—fully accredited in pathologic anatomy, forensic 
petheleer : $125 per month plus full maintenance. Ap 

r. G. R. Hennigar, Box 817, Medical College of ir- 
ginia*+, Richmond, Virginia. D 


TWO YEAR GENERAL PRACTICE RESIDENCY — 
minimum of $300 per month plus meals and family allow- 
ance; excellent medical staff in modern hospital*+ in 
Detroit suburb. Director’s Office, Oakwood Hospital, 
Dearborn, Michigan, D 


ANESTHESIOLOGY RESIDENCIES—APPROVED TWO 
year active teaching program; full maintenance and 
stipend; 1 year approved internship required. Apply to: 
Meyer Saklad, MD hode Island Hospital*+, Provi- 
dence 2, Rhode Island. D 


OTOLARYNGOLOGY RESIDENT AND ASSISTANT— 
approved for 3 years; 1 year’s affiliation at a university; 
position available at once. Apply: Dr. Samuel L, Fox, 
General Hospital*+, Baltimore 

ary: 


TWO YEAR RESIDENCIES IN ANESTHESIOLOGY— 
approved by The American Board of Anesthesiology are 
available now; full maintenance and —_ stipend of 
$125 to $200. Send application to: Steven M 
MD, St. Francis Hospital*+, Hartford 5, Connecticut. D 


FIRST YEAR AND ONE 

year residency available at any time. Apply: 

po dh Section on Anesthesiology, The University of 

— School of Medicine*+, Louisville, 2" 
ucl 


PATHOLOGY RESIDENT—JULY 1957; 553 BED GEN- 
eral hospital*+; active medical school affiliation and 
appointment. Apply: Richard G. McManus, MD, Insti- 
tute of Pathology, The Western Pennsylvania Hospital, 
Pittsburgh 24, Pennsylvania. D 


FULLY APPROVED OBSTETRICS - GYNECOLOGY 
residency—320 bed non-sectarian, hospital + ; 
California license or eligible. Apply: E. DeLear, As- 
sistant Administrator, Saint Francis y Hospital, 
900 Hyde Street, San Francisco 9, California, D 


ANESTHESIOLOGY RESIDENTS — APPROVED 2 
year residency in private hospital; full integrated teach- 
ing program; opportunity to staff appointment on com- 
pletion of training; $250 monthly stipend; 1 year intern- 
ship requirement. Box 2142 D, % AMA, 


ORTHOPEDIC RESIDENCY AVAILABLE—TO GRAD- 
uates of approved medical schools July 1, 1957; at Hamot 
Hospital*+, Erie, Pennsylvania, a 441 bed general hos- 
pital; stipend $200 per month plus fall maintenance. D 


J.A.M.A., October 27, 1956 


ANESTHESIOLOGY RESIDENCY—BOARD 
proved; 380 bed hospital*+; all types of surgery; 11,( M] 
year; ar; liberal P Dr. Liv 

ousel rector Anesthesia, Swedish 
Seattle Washington, Hospi. 


INTERNS WITH EXPERIENCE WANTED—160 BD 
modern progressive, general voluntary hospital; surgery 
is particularly active; maintenance plus $300 month); 
i Hospital, 50 Greene Ave., Brooklyn 38, New 


RESIDENTS—OTOLARYNGOLOGY; 48 BED, FULLY 
approved by the AMA Council on Medical Education. 
The Harlem Eye and ~ Hospital+, 2099 Lexington 
Avenue, New York City, 35. D 


ONE RESIDENCY IN PATHOLOGY—AVAILABLE IN 
500 bed Ohio general hospital*+; 4 year Board ap- 
proved training proarem: worn $250 month plus 
maintenance, Box 2099 D, % AMA 


WANTED — RESIDENTS IN PSYCHIATRY; THRE! 
year approved residencies available; large eastern mentai 
hospital+; excellent teaching program eee pro- 
cedure; $5280-$6600. Box 1952 D, % AMA 


UROLOGY RESIDENT—DUE TO ILLNESS WE HAVE 
=, year — in urology available at this time: 
applicant with 1 year —, - aoe residency 
preferred. Box 2012 D, % A opel 


No “wonder wher 
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GENERAL PRACTICE RESIDENCY — FULLY AP- 
proved 2 year program; 3 positions available immediate- 
ly; maintenance plus salary. Apply to: Administrator, 
Sharon General Hospital*+, Sharon, Pennsylvania, D 


ASSISTANT RESIDENCY IN INTERNAL MEDICINE— 
available immediately; 3 year Board approved training 
program in 500 bed Ohio $250 month 
plus maintenance. Box 2100 D, % AMA, 


TWO FIRST YEAR ASSISTANT 
cology residencies—available immediately; 4 year ap- 
proved programs; 500 bed ~ hospital*+; $250 month 
plus maintenance. Box 2105 D, % AMA, 


SITUATIONS WANTED 


GENERAL SURGEON—36; 3 YEARS SURGICAL RES- 
idency, 5 years surgical practice; desires preceptorship 
with Board surgeon or surgeon acceptable to Boards; to 
complete Board réquirements; category IV; family; 
har 7 agen Yonkers, Long Island preferred. Box 2197 I 

AMA. 


RADIOLOGIST—15 YEARS TUMOR CLINIC; EXTEN- 
sive radium experience; radiation physics, isotopes 
(including Oak Ridge) training, 2 years isotope ex- 
perience; publications on cancer; desires Radiology 
appointment, preferably therapy. Box 1678 I, % AMA. 


ROENTGENOLOGIST—AGE 35; MARRIED; FAMILY; 
seeks in ‘small hospital or in rurai 
area, Box 2210 I, % A 


head ln bene for private practice, 
eal please write for recommen- 
dations, Woodward Medical Personnel Bureau, 185 N. 
Wabash, Chicago. 1 


AVAILABLE—GENERAL SURGEON, FACS; 38; MAR- 
ried; desires group or institution association ; East coast 
referred ; minimum 12,000; graduate University of 
ennsylvania graduate school of medicine, etc.; details 

on request. Box 2127 I, % AMA. 


PHYSICIANS—COUPLE; MIDDLE AGED; NO FAM- 
ily; qualifications, general practice with surgical ex- 
— = and psychiatry; seek permanent positions; 
ndustry, ital,  Dartnenshiip. or foreign assignment. 
Box 2211 I, 


PHYSICIAN—GEORGIA LICENSED; AGE 53; FOR- 
eign graduate; experienced in diagnostic and therapeutic 
roentgenology, internal and general medicine; no surgery; 
desires association with hospital, industry, group, prac- 
titioner or location for practice. Box 2209 I, % AMA. 


GENERAL PRACTITIONER—30; VETERAN; FAMILY; 
1 year residency in radiology; university trained; no 
major surgery; desires foreign operations position or 
collegiate student health; will consider locum tenens. 
Box 2204 I, % AMA. 


BOARD SURGEON AND GENERAL PRACTITIONER— 
in thirties; excellent qualifications; work as team; wide 
experience; desire relocation in crea with future; income 
must be adequate. Box 2179 I, % AMA. 


e next meal's coming from...” 


or the next month's meals . . . with a freezer full of appetizing, 
easy-to-fix foods. And no wonder people eat so much that 


weight control's a problem. 


To help your patients help themselves, you can prescribe 


BIPHETAMINE and be sure of 


PRE-DETERMINED APPETITE CURBING action because of 
‘Strasionic’ —sustained ionic—release. ‘‘. . . 90% of 

the patients reported satisfactory or excellent 

effects (curbing of appetite for 10 to 14 hours)’’! 


PATIENT APPRECIATION. ‘High enthusiasm (observed by) 
investigators . . . In addition to the excellent effect of the 
Biphetamine, this single dosage form was more convenient.’’! 


PREDICTABLE WEIGHT LOSS. Freed and others!:2.3 report 
dependable appetite suppression and striking weight 
loss with one Biphetamine capsule daily. 


Rx Biphetamine 122 mg. or Biphetamine 20 mg. capsules containing a mixture 
of equal parts of amphetamine and dextro amphetamine in the form of a resin complex. 


REFERENCES: 1. Freed, S. Charles; Keating, J. W.; Hays, E. E.— 


Annals of Internal Medicine 44, 1136 (June 1956) 


2. Freed, S. Charles—GP VII, 63 (1953) 


3. Freed, S. Charles and Mizel, M.—Annals of Internal 


Medicine 36, 1492 (1952) 


PRE-DETERMINED ANOREXIA 
PREDICTABLE LOSS OF WEIGHT 


For Literature and Samples, write R. J. Strasenburgh Co., Rochester, N.Y., U.S.A... 
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Do need a well-qualified assistant or associate? 
We Seve many who would interest you. Write us. 


THE NEW YORK MEDICAL EXCHANGE 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Selection Since 1926 


OBSTETRICIAN-GYNECOLOGIST—31; FAMILY; 
Board qualified; desires location or association with in- 
dividual or group; Southwest preferred; wuniversity 
trained; DNB; military service completed; available 
July 1957. Box 2203 1, % AMA. 


SURGEON—CERTIFIED BY AMERICAN BOARDS OF 
Surgery and Thoracic Surgery; 3 years assistant nation- 
ally prominent surgeon; since 1950 chief surgeon teach- 
ing hospital. Burneice Larson, Director, Medical Bureau, 
900 N. Michigan, Chicago. I 


GENERAL PRACTITIONER—39 YEARS OLD; MAR- 
with children; desires position with drug com- 

pa | have had special training in dermatology; graduate 
SAMA. school and member of AMA. Box 2/9! I, 


AAGP MEMBER—37; CALIFORNIA LICENSE; PRES- 
ently located in Mid-West; desires change location to 
California; consider purchase of small medical building. 
Box 2192 I, % AMA 


ANESTHESIOLOGISTS — TWO; BOARD ELIGIBLE 
January 1, and July 1, 1957; desire joint or individual 
practices preferably in East or South; both married, in 
thirties; category IV. Box 2199 I, % AMA. 


OBSTETRICIAN-GYNECOLOGIST—33; BOARD ELIGI- 
ble; category IV; married; university trained; available 
July 1957; desires association or group ; preference east- 
ern United States. Box 2212 I, % AMA. 


MEDICAL COPY WRITER — WANTS WORK TWO 
days weekly, $350 monthly; vicinity of northern New 
Jersey. Box 2205 I, % AMA. 


SURGEON — 35; MARRIED; BOARD CERTIFIED; 
leaving government service; desires a on an indi- 
vidual or group basis. Box 2194 1, % A 


ANESTHESIOLOGIST—FINISHING TWO YEAR UNI- 
versity residency December; desires association with 
group West, Northwest, South, Southeast; age 31; fami- 
ly; settled, energetic, careful, congenial; for permanent 
location. Box 3336, Duke Hospital, Durham, North 
Carolina, I 


PATHOLOGIST—42; CERTIFIED PATHOLOGIC ANAT- 
omy; experienced in cytology, clinical pathology, and 
medical photography; capable of directing department; 
now associate pathologist, special interest obstetrical and 
pathology; York, Massachusetts, Mich- 

icenses. Box 2022 | » Ye AMA, 


BOARD ELIGIBLE INTERNIST—43 YEARS OLD; LI- 
censed in California, Illinois, New York, and Massachu- 
setts; wishes association with ,established allergist, 
available July 1957; have 10 years general a 
experience and can invest. Box 2116 I, % AMA 


GENERAL PRACTITIONER — 30's; WITH FAMILY; 
class A school; 5 years experience medicine, obstetrics, 
surgery; desires relocation in desirable community; solo, 
clinic, or assistant to surgeon; minimum $12,000. Box 
21241, % AMA 


UROLOGIST — 31, FAMILY; BOARD QUALIFIED; 
Duke University trained; desire location needing urolo- 
ee private practice or association; will consider all 
positions; have National Boards, 4 state Boards. Box 
2120 I, % AMA. 


OBSTETRICIAN-GYNECOLOGIST — 35; MARRIED; 
ard eligible; full residency training plus Air Force 
experience; soon to be discharged; wishes to locate in 
Florida; prefers ee or group, but interested in 
ny offers. Box 1984 I, AMA. 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, ete.; physicians for pri- 
vate practice, assistants or associates; industry, public 
health. Please write for recommendations, Shay Medical 
Agency, 55 E. Washington, Chicago. I 


WHEN IN NEED OF AMERICAN BOARD SPECIAL- 
ists to head departments, physicians for private prae- 
tice, public health or industry, please write for 
recommendations. Burneice Larson, Director, Medical 
Bureau, 900 N. Michigan Ave., Chicago. 


BOARD CERTIFIED INTERNIST—AGE 35; CURRENT- 
ly completing 2 years army service; seeking desirable 
practice location; group or private; northern U.S.A. or 
Canada; available April, 1957. Box 2097 I, % AMA. 


INTERNIST—32; COMPLETED PART I OF BOARDS; 
county hospital-university trained, subspecialty hematol- 
ogy; prefer location in East or far West; available De- 
cember 1, 1956. Box 2081 I, % AMA. 


BOARD ELIGIBLE PEDIATRICIAN—MARRIED; AGE 
30; seeking association with individual or group; prefer 
New a or east coast area; available immediately. 
Box 2077 I, % AMA, 


RADIOLOGIST—DIPLOMATE; AGE 34; MARRIED; 
family; veteran; desires full time independent location 
in small city or town; Mid-West or West. Box 2173 I, 
% AMA. 


ORTHOPEDIST—32; UNIVERSITY TRAINED; PART I 
and military service completed; desires association with 
1 or more orthopedists; east coast area preferred; no 
groups. Box 1901 I, % AMA. 


CERTIFIED RADIOLOGIST—AGE 33; EXCELLENT 
training in large New York center, plus additional ex- 
perience; desires position in East; spital or private 
practice; available December 31. Box 2174 I, % AMA. 


OBSTETRICIAN-GYNECOLOGIST — COMPLETING 
residency eastern university; Board eligible, July 1957; 
family; category IV; prefer far West or Southwest; 

available July 1957. Box 2110 I, % AMA, 


(Continued on page 82) 
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OFFICE CALLS 
The new 


Accuracy plus convenience—that’s what _ Practicing physicians field-tested the new TYCOS 
the TYCOS Hand Model Aneroid has meant to Hand Model Aneroid for months before we re- 
doctors for 49 long years. Today’s TYCOS An- _leased it. They told us: “The more we use it, 
eroid continues to mean unsurpassed accuracy— __ the better we like it.” 

and it’s even handier than before! There’s been the same reaction since the new 


] Hold this new instrument. We’ve Connect the gage to the hook 3 Inflate the new TYCOS Hand 
: e built the inflating bulb and air re- e cuff with a gentle twist—the Luer e Model Aneroid with edge of gage 
e lease valve right into the back of the lock makes it airtight. You'll like be- resting against base of your thumb. 
gage—the whole instrument fits com- ing able to hook the cuff on the arm Thumb and index finger naturally 


fortably into the palm of either hand. before connecting the gage. grasp big thumb screw release valve. 


ry. 
4 
, 
4 
} 
- - 
\ 


8l 


HOUSE CALLS... 


Hand Model Aneroid 


instrument was placed on the market. The pic- 
ture panels below show how simply and easily 
it works. Try it out—you’'ll like it, too. 

Protected by the famous TYCOS 10-year triple 
warranty. Complete with genuine leather zipper 


Try it out with the cuff rolled up 

e —this simulates actual use. See 

how you can shield the dial from peer- 

ing patients—and how nicely it bal- 
ances in your hand. 


Release air pressure 2 mms. at 

e atime,or deflate completely with 
14 turn of the thumb screw. Remove 
thumb screw to see how floating stain- 
less steel ball replaces old needle valve. 


case, hook cuff. Weighs 18 ounces. At your fa- 
vorite surgical supply house. Price $47.50. Com- 
pletely made and serviced in U.S.A. by skilled 
instrument technicians. Taylor Instrument Com- 
panies, Rochester, N. Y., and Toronto, Canada. 


=~ 100 
=> 
= 220 “= 
= 80 | 
> 
= 60 
CERTPFIED 


> 


4 Check this safeguard — the new 
e TyYCOS Hand Model Aneroid is 
always accurate as long as pointer re- 
turns within oval zero. Accurate inany . 
position. Hold it where easiestto read. 


+ 
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(Continued from page 79) 
PROFESSIONAL AND TECHNICAL AIDES 


WANTED—(a) CHIEF MED TECH; supv at least 2 
techs; 100 bd proctological heap; to $5000; indus, res 
city 500.000; Mw. (b) x ~ TECH; active lab, 100 


sm twn; Texas. CHIEF vee CH; 
4 gen hosp 50 bds; $4500 f o’d 


ge gen hosp; min H ee cl or 

wre. TISSUE TECH; must have cons 
nl int in teach’g; outstand’g new, air-cond 350 bd 
; $4200; Gulf Coast city. (h) ‘MED TECH; vol 

200 bds; JCAH; 7 techs in on to 

gon, es jovely coll ci , Mw. (i) MED TECH; 
it man elin grp, al poeey "med spec; resid suburb 
Los Angeles. Woodward Medical Personnel Bureau, 
185 N. Wabash, Chicago. L 


CLINICAL LABORATORY TECHNICIANS — REGIS- 
tered for 650 bed general hospital*+; pathologist in 
charge; 40 hour week; liberal sick leave vacation and 
holiday provisions; salary $356-$418 per month. Apply: 
Office, 510 E, Market St., Stock ton, 
ornia, 


Wagseens a) Omer AND STAFF TECHS; vol. gen. 
tech’g prog; $425 and $375, respec- 

TECH: small hosp. operated by indus 
co., Hawaii. (¢) CHIEF TECH; 125 bed gen. hosp; 
small coll, town, Ind; staff consists of chief tech, 3 
staff techs, 2 interns in lab. tech; min. $500. (d) TWO 
TECHS; one with blood bank exp; 250 bed hosp; 75 
staff doctors; resort town, Fla. (e) TECH; new hosp. 
operated by 6 man group; oun pref; lab. supervised 
2 Board internists, visiting path; small town, 
Oregon. (f) LAB. TECH; qual. in X-ray or willing 
to learn; man clinic; resort town, So. Calif. (g) 
TWO TECHS; new gen. hosp., 250 beds; near San 
Francisco, Medical Bureau, Burneice Larson, Director, 
900 N. Michigan Avenue, Chicago. L 


TWO QUALIFIED MEDICAL TECHNOLOGISTS—FOR 
hospital laboratory; 40 hour week; no night or weekend 
call; two weeks paid vacation; to $360 per month for 
registered technicians; meals on duty; living quarters 
available; pleasant, convenient Chicago suburb, Contact: 
Pathologist, Ingalls Memorial Hospital, EDison 3-2300, 
Harvey, Illinois. L 


WANTED — EXPERIENCED TISSUE TECHNICIAN; 
for interesting research job. Apply to: Dr. I. Davidsohn, 
Mount Sinai Medical Research Foundation, 2755 W. 
15th St., Chicago 8, Illinois. L 


Fischer X-Ray Units are Unsurpassed 
in Quality, Performance, Dependability 


‘*Spacesaver’’ Radiographic-Fluoroscopic 
Unit and Examining Table 


“SPACESAVER” 


**Multi-Service’’ Full-Wave Rectified 
X-Ray Apparatus 


Combination Radiographic-Fluoroscopic Unit and Examining Table—30, 50, 75, 


100 and 200 Milliamperes. 


Designed to occupy minimum floor space and give maximum service. Has a full-size 
12” x 16” fluoroscopic screen and uses a standard Bucky diaphragm over the entire 
length of the cabinet. With minimum effort the operator can change from fluoroscopy 
to radiography without moving the patient from the table. 


“MULTI-SERVICE” 


Radiographic-Flucroscopic Apparatus—100, 200, 300 Milliamperes. 

Full-wave rectification, double-focus rotating anode tube, either floor-to-ceiling or 
floor-rail mounting, hand-tilt or motor-driven table, one or two-tube operation, 
9-Position Motor-Driven Spot Film Device if desired. Perfect diagnostic radiographs 


of needle-point sharpness. 


Fill in the coupon below for complete information without obligation. 


Vertical Fluoroscope 
Ultrasonic Generator, FCC Type Approved 


Short Wave Diathermy Units, FCC Type Approved 


H. G. FISCHER & CO., 9451 W. Belmont Ave., Franklin Park, Ill. 
Please send, without obligation, full information on: 
Multi-Service Full-Wave Rectified X-ray Machine, 100, 200, 300 Ma. 
Spacesaver Radiographic-Fluoroscopic Unit and Examining ee 30, 50, 75, 100, 200 Ma. 


Mobile X-ray Units 
Low Voltage Generators 


X-ray Manual ( Ultrasonic Manual Low Voltage Manuai 
Name 


J.A.M.A., October 27, 1956 


WANTED—TISSUE TECHNOLOGIST; TO HEAD DE- 
partment in a large Gulf Coast private hospital, 350 
beds; busy service, plus active outside work; must have 
5 to 7 years experience, able to train assistants, and 
teach in accredited school; air-conditioned laboratory; 
new hospital; 4 Dathologists appointments provisionally 
Pak starting salary $350 plus benefits. Box 2118 L, 


PRACTICES FOR SALE 


ALASKA — SOUTHEASTERN; GENERAL PRACTICE; 
well-established; 7 room office; X-ray; fully equipped; 
hospital facilities; staff privileges; hydroelectric and 
pulp ge project ; nome to specialize; very reason- 
able. Box 3124 P, % AMA 


CALIFORNIA — CENTRAL; RADIOLOGIC PRACTICE 
for sale; well equipped offices ; an old established going 
business; come, see, receive details and an 
no drawn out correspondence; act now. Box 2023 P, % 


CALIFORNIA—GENERAL PRACTICE, LOS ANGELES 
area; grossing $32,000; leaving to specialize; will in- 
troduce; price $1500; easy terms; equipment optional. 
Box 2172 P, % AMA. 


CALIFORNIA — SAN FRANCISCO PENINSULA; IN- 
ternal medicine; successful established practice; com- 
pletely equipped; new medical building, best location; 
good reason for leaving; sell or lease, any reasonable 
offer considered. Box 2202 P, % AMA. 


DISTRICT OF COLUMBIA—ACTIVE GENERAL PRAC- 
tice for rent or sale; due to death; attractive financing; 
excellent location; detached office: 4 rooms and bath, 
fully equipped and air-conditioned on same lot with 
residence of 8 rooms, 3 baths, facing separate street. 
Mrs. Fishman, 1414 Underwood Street, N.W. Pp 


ILLINOIS — CHICAGO SUBURB; GENERAL AND 
surgical practice location available; fully equipped office; 
due to recent death of physician; will introduce to 
patients. For information Call: Grovehill 6-6160, or 
write: Box 2181 P, % AMA. 


ILLINOIS—GENERAL PRACTICE; GLENVIEW, ILLI- 
nois; growing community near Chicago; office furniture 
and instruments optional; hospital available; percentage 
Mrs. Fort, 718 Windsor Road, 

nois. 


NEW JERSEY—GENERAL PRACTICE IN A RAPIDLY 
growing small town 50 miles from New York City; 
established 10 years; home office combination and equip- 
om on = sale; will introduce; specializing, Box 2198 P, 


NEW YORK—CENTRAL LONG ISLAND; LUCRATIVE 
general practice; 4 room office, 8 room residence; valu- 
able location; will sell after 2 year association; many 
hospitals locally; retiring; progressive illness. Box 
2188 P, % AMA. 


NEW YORK—LARGE, LONG ESTABLISHED GENER- 
al practice; in rapidly growing community 1 hour’s drive 
from New York City; comfortable home with large office 
suite; choice location; to sell and seek warmer climate 
because of illness. Box 1972 P, % AMA 


NEW YORK—ST. LAWRENCE VALLEY; UNOPPOSED, 
established rural practice; good farming country, sum- 
mer resort area; open well-staffed hospital 20 miles; 
spacious 10 room house including office; 4 acres land, 
= barn; good location on highway; modern school 

posite; leaving State; available immediately. Box 
P, % AMA. 


NEW YORK—WESTERN; GENERAL PRACTICE FOR 
sale; well-established in combination with fully fur- 
nished house; 5 years old; low overhead; open hospital 
4 miles; $5000 cash; balance out of income; wonderful 
opportunity for younger man; reason for sale: retirement. 
Box 2195 P, % AMA, 


APPARATUS ETC. FOR SALE 


GUARANTEED RECONDITIONED X-RAY, ELECTRO- 
medical and elec diograph equipment; available at 
all district offices; United States and Canada; deal 
directly with factory organization; all sales and service 
personnel factory-trained; prices include installation and 
operating instructions. Write to: B-10, General Electric 
Department, 4855 Electric Ave., 


FOR SALE—AT 40-50% OF COST; SEVEN ROOMS 
complete office equipment including steel-line sets, 
X-ray, EKG, autoclave, microscope, Gradwohl table, etc. ; 
St. Joseph, Missouri. Box 2193 Q, % AMA. 


$400. Paul T. Cope, ‘mo, 415 7th St. 
st. Florida. 


PROFESSIONAL 
PRINTING COMPANY, INC. 
NEW HYDE PARK, N. Y. 


LARGE STOCK NEW, USED EQUIPMENT; INSTRU- 
ments; available for physician, hospital, or laboratories. 
Harry Wells, 400 E, 59th St., New York 22, New York. 


FOR RENT 


SAYREVILLE, NEW JERSEY — AREA 16 SQUARE 
miles, population estimated 20,000 and growing rapidly; 
home of 5 heavy industries; 7 modern offices and 3 stores 
available in heart of town; ideal for doctor, dentist, 
optometrist, druggist. Inquire: J. T. Karcher, Box 1, 
Sayreville, New Jersey. T 


PHYSICIAN’S OPPORTUNITY—RENT 7 ROOM AIR- 
conditioned office suite, Newark, New Jersey; reasonable; 
excellent location; equipment, furniture, etc. late doctor's 
gift; write for appointment: Mrs. Joseph Swirsky, 37 
Randolph Place, Newark, New Jersey. = 
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BOOKS RECEIVED 


Books received by THe Journnau are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
THE JouRNAL readers as space permits, Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association. 


The Support of Medical Research. Edited by 
Sir Harold Himsworth, Chairman of Conference, 
and J. F. Delafresnaye, C.1.0.M.S. Symposium 
organized by Council for International Organiza- 
tions of Medical Sciences, established under joint 
auspices of U.N.E.S.C.O. and W.H.O. Cloth. $4. 
Pp. 170. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell 
Scientific Publications, Ltd., 24-25 Broad St., Ox- 
ford, England; Ryerson Press, 299 Queen St., W., 
Toronto, 2B, Canada, 1956. 


Comparative Anatomy of the Eye. By Jack H. 
Prince, F.B.O.A., F.S.M.C., F.R.M.S., Assistant 
Research Professor, Department of Ophthalmology, 
University Hospital, Ohio State University, Colum- 
bus. Cloth. $8.50. Pp. 418, with 151 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, Eng- 
land; Ryerson Press, 299 Queen St., W., Toronto, 
2B, Canada, 1956. 


Progress in Radiobiology. Edited by Joseph S. 
Mitchell, Barbara E. Holmes and Cyril L. Smith. 
Proceedings of Fourth International Conference on 
Radiobiology held in Cambridge on 14th to 17th 
August, 1956. Cloth. $12.75. Pp. 557, with illus- 
trations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Oliver & Boyd, 
Ltd., Tweeddale Ct., 14 High St., Edinburgh 1, 
Scotland, 1956. 


Neurological Nursing: A Practical Guide. By 
John Marshall, M.D., M.R.C.P., D.P,M., Con- 
sultant Neurologist, S.E. Scotland Regional Board, 
Edinburgh. Cloth. $3.75. Pp. 166, with 83 illus- 
trations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scien- 
tific Publications, Ltd., 24-25 Broad St., Oxford, 
England; Ryerson Press, 299 Queen St., W., To- 
ronto, 2B, Canada, 1956. 


Die Lungentuberkulose: Diagnose und Therapie. 
Von Prof. Dr. med. Paul-Georg Schmidt, Chefarzt 
der Westerwaldklinik Waldbreitbach Tuberkulose- 
Krankenhaus der LVA Rheinprovinz. Third edition. 
Cloth. 58 marks; $13.80. Pp. 384, with 234 illus- 
trations. Georg Thieme, Herdweg 63, (14a) Stutt- 
gart N (American zone), Germany; [Interconti- 
nental Medical Book Corporation, 381 Fourth Ave., 
New York 16], 1956. 


Urology and Industry. By Leonard Paul Wer- 
shub, M.D., F.A.C.S., F.I.C.S., Associate Professor 
of Urology, New York Medical College, Metropoli- 
tan Medical Center, New York. Cloth. $5. Pp. 151. 
Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, Eng- 
land; Ryerson Press, 299 Queen St., W., Toronto, 
2B, Canada, 1956. 


Das Aschenbild tierischer Gewebe und Organe: 
Methodik, Ergebnisse und Bibliographie. Von Erich 
Hintzsche, Dr. med., O. Professor der Anatomie, 
Direktor des anatomischen Institutes der Univer- 
sitat Bern. Paper. 39.60 marks. Pp. 140, with 80 
illustrations. Springer-Verlag, Reichpietschufer 20, 
(1) Berlin W. 35 (West-Berlin); Neuenheimer 
24, Heidelberg; Géttingen, Germany, 


Akute innere Krankheiten: Diagnostische und 
therapeutische Hinweise in tabellarischer Uber- 
sicht. Von H. A. Kiihn, H. Klepzig und E. Schildge. 
Mit einem Vorwort von Prof. Dr., Dr. h.c. Ludwig 
Heilmeyer. Boards. 14.70 marks; $3.50. Pp. 191. 
Georg Thieme, Herdweg 63, (14a) Stuttgart N 
(American zone), Germany; [Intercontinental Med- 
ical Book Corporation, 381 Fourth Ave., New 
York 16], 1956. 


Nouvelle pratique chirurgicale illustrée. Fasci- 
cule IX. Jean Quénu, directeur. Paper. 2500 francs. 
Pp. 264, with 227 illustrations by S. Dupret and 
P. Rivallain. Gaston Doin & Cie, 8 place de 
V’'Odéon, Paris 6e, France, 1956. 


Other People’s Children. By Anna Judge Veters 
Levy, Judge, First City Court, New Orleans. Cloth. 
$3.75. Pp. 287. The Ronald Press Company, 15 E. 
26th St., New York 10, 1956. 


if yow’re feeling very well 


or if you’re feeling queerly 


if it’s living you want most 


have a checkup yearly 


Many cancers can be cured if 

detected in time. That’s why 

it’s important for you to have 

a thorough checkup, including 
a chest x-ray for men and 
a pelvic examination for 
women, each and every 
year...no matter how 
well you may feel. 
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FOR RENT—FLORIDA’S FASTEST GROWING CITY, 
Sarasota; modern duplex building just completed for 
doctor and dentist in city’s fastest growing section; 
ideal for general practitioner, Archie Edwards, 2030 Oak 
Terrace, Sarasota, Florida. = 


DOCTOR’S SUITE — 5TH AVENUE, MANHATTAN, 
New York; 4 ome, private lavatory, large reception and 
ae office immediate possession. Cushman and 
cue 281 * Madison Ave., New York City, = 

-49 


DOCTOR’S OFFICE AVAILABLE—4 ROOMS; EXCEL- 
lent location; 3156 Diversey Ave., Chicago, Illinois; 
hy pharmacy; reasonable rent. Contact: Mr. Cherni- 


bin paren OFFICE SPACE—IN PROMINENT MED- 
I center; Highland Park, qitigole: air conditioned and 
aegis services. Box 2177 T, AMA. 


PHYSICIAN’S COMBINATION HOME AND OFFICE— 
Trenton, New Jersey; (1008 Hamilton Avenue) special- 
izing; exceptionally active general practice; will rent or 
lease until July 1, 1959; $250 per month with all equip- 
ment, completely finished cellar containing lab and 15 
milliamp X-ray; brick, 3 story, finished third floor, large 
waiting room, receptionist room, 2 examining rooms, 3 
lavatories, 1 bath, dining room, kitchen, large parlor in 
attractive brick extension. 4 bedrooms; immediate in- 
come, no purchase price. J. Albert deBlois, MD. T 


CALIFORNIA—SAN FRANCISCO BAY AREA; FOR 
lease; 6 room suite, new medical dental building; in 
shopping center; suitable general practitioner, pedia- 
trician, internist. Contact: Dr. H. Pepper, 50 Edge- 
wood Road, Redwood City, California. T 


HAVE OFFICE SPACE FOR DOCTOR—IN NEW SEC- 
tion of fastest growing community in U. 8. A.; excel- 
lent location across from drug store, new building. E. F. 
Miller, 525 W. Roosevelt Rd., Lombard, Illinois. T 


REAL ESTATE FOR SALE 


EENT OFFICE FOR SALE—ESTABLISHED 30 YEARS; 
7 modern rooms fully-equipped and interor decorated; 
town of 75,000 in Ohio but is growing rapidly because of 
new industry; all equipment in excellent operating order ; 
price very reasonable and terms will be accepted; excel- 
lent opportunity for some young man who hasn't the 
money to furnish a lavish office as this one a nS 
for personal reasons only. Box 2206 X, % A 


NEW FIVE ROOM CLINIC—WITH A NEW HILLSIDE 
ranch home; located Chicago northwest suburb; $42,500. ; 
excellent opportunity. Box 2213 X, % AMA 


MODERN BRICK BUILDING — ONE FLOOR; BUILT 
so that second floor can be added; 4 years old; fully air- 
conditioned; suburban location to Omaha; medical offices 
in one part and leased office space in the rest; loan can 
be procured, conventional type, for half of the asking 
price; practice unopposed; will introduce; no oe for 
practice. Write for details. Box 2106 X, % AM 


PUBLISHERS AND PRINTERS 


me ae SPECIAL—5000 FOR $14—16 LB. RAG 
x 5%”, pads of 50; send your present prescrip- 

yan mu. ane: include check with order; we pay postage: 
satisfaction guaranteed; 2 weeks delivery. Falisburg 
Printing Co., Box 827, South Falisburg, New York. GG 


HUISTACOUNT, 


PROFESSIONAL PRINTING COMPANY | 
NEW HYDE 


RADIUM—FOR ALL MEDICAL PURPOSES; BOUGHT, 
sold; radium applicator; owned-directed by physician- 
radiologist. Quincy X-ray — diym Laboratories. 
Quincy, Illinois. Z 


FIVE RADIUM NEEDLES — APPROXIMATELY 10 
milligrams each; under Bureau of Standards measure- 
ments certificates; best offer. Write to: Medical Society, 
310 N. Wyman Street, Rockford, Illinois for full infor- 
mation. Z 


MEDICAL WRITING 


MEDICAL MANUSCRIPT EDITING SERVICE—NON- 
commercial; manuscripts over 5000 words not accepted. 
American Medical Writers’ Association, WCU Building, 
Quincy, Illinois. 


SALESMEN WANTED 
SALESMEN—TO SELL ELECTRIC THERMOMETER 
to hospitals and specialists; this equipment is finding 
ever-increasing applications in anesthesiology and neuro- 
surgery by many leading hospitals; liberal commissions ; 


write details on territory covered and lines carried. 
Box 2178, % AMA. 


PATIENTS’ RECORDS AND FILES 


PRINTING parents: RECORDS 


BOOKKEEPING SYSTEMS * FILES 


PROFESSIONAL PRINTING CO., 
NEW HYDE PARK, N. Y. 


| 


® 
HYDROCHLORIDE 
ie (PRAMOXINE HYDROCHLORIDE, ABBOTT) 


CREAM - STERILE JELLY - COMPOUND LOTION (calamine, zinc oxide, menthol added) 


SUBJECT: How Tronothane makes surface anesthesia 
more useful to the physician 


Dear Doctor: 


There are many potent surface anesthetics on the market. 
Why, then, has Abbott introduced Tronothane in such a 
crowded field? 


The answer is that Tronothane was created to fill a con- 
spicuous gap among surface anesthetics. It is designed to 
combine ‘ 


(a) good relief from pain or itching,-with 


(b) relative freedom from the toxic or allergic reactions 
that may accompany some of these other agents. 


This was done by synthesizing Tronothane as a totally new 
and unique compound, far removed from the "caine" type drug. 


Tronothane has been proved to give ample relief of discomfort 
in many common conditions: itching dermatoses, anogenital 
pruritus, painful episiotomy, hemorrhoids, rectal 

surgery, etc. 


In the clinical reports, covering over 15,600 cases, 
toxicity was not observed and sensitization was negli- 
gible. Patients already allergic to other local anes— 
thetics used Tronothane with excellent results. 


2 But look into this helpful agent for your own practice soon. 
Yours truly, 


ABBOTT LABORATORIES 
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FIRM 
A Pace’ FOR YOURSELF! EXTENSION 
American Cyanamid Co., y HEAD 
Fine Chemicals Division 64-65 
Armour Laboratories . 72 b TTER 
Aseptic-Thermo Indicator Co . 56 
18, 18A&B y RI 
B 
Baxter Laboratories, INC..............0ssscccoocsssssssseees 54 Manufactured in a variety of sizes to fit ickl hung from an 
Beck-Lee Corp 74 the convenient space in your garden by Duichy be », hit —_ 
Bellevue Place ...... 87 SE co ble Fe "ia lined. 
Blakiston Division, TEXAS GREENHOU e Buckle adjustments per 
McGraw-Hill Book Co., 4| 1506 W. Rosedale Fort Worth, Texas 
10 ALUMINUM } Literature on Request, lete with pulley system, 
Burdick Corp. ... .. 68 REDWOOD Please Specify. r-top support. spread- 
Burroughs Wellcome & Co., Inc...........s.000eeees 44 er bar weight bag. 
Cc 
Castle, Wilmot, C0... 85! Don’t miss it the leading THE F. A. RITTER CO. 
eee 
Ciba Pharmaceutical Products, Inc.................+++ 4624 Woodward Ave 
5, 7, 20, 28, 62, 77 
Cook County Graduate School of Medicine........ 12 medical meeting of the year Detroit 1, Mich 
Corn Products Sales . 88 — 
D A.M.A. Clinical Meeting in Sree $17.50 
Dietene Co. ...... sstecenseeenesens 52 Measurements required: Circumference 3 inches 
Duke Laboratories, InC...............coccscsecssssesessessees 56 Seattle, Nov. 27-30, 1956 below iliac crests. 
Eastman Kodak Co 53 
Eaton Laboratories, Inc. 40 
F 
Geigy Pharmaceuticals .............:.ccccsseeeees 13, 35, 57 
Gray Pharmaceutical] Co., ll 
H 
Hoffmann-LaRoche, Inc, 72A&B 
Hynson, Westcott & Dunning, Inc........... 4th Cover 
L 
Leeming, Thomas, & CO............ccccccccssssrsssseees 19, 63 
8-9 
M 
Maltbie Laboratories Division, 
McNeil Laboratories, 17 
Merck, Sharp & Dohme, Division of 
N 


New York Medical Exchange 
New York University—tellevue Medical Center 

Postgraduate Medica] 
North Shore Health 


Pfizer, Chas., & Co., Inc............... 

Physicians Drug & Supply Co 
Professional Printing Co., Inc 


Q 
s 
Saunders, W. B., Co....... Front Cover, 2nd Cover, 3 
Smith, Kline & French Labs......... 12, 39, 49, 59, 67 
T 
Taylor Instrument 80-81 
U 
71 
w 
Wallace Laboratories 56A&B 
West Coast Medical Counsellors, Agency.......... 52 
Westwood Pharmaceuticals, 

Division of Foster Milburn Co.................000++ 24 
White Laboratories, Inc.. 38, 66 
Whittaker Laboratories, Inc 87 
Willows Maternity Sanitarium 87 
Winthrop Laboratories, Inc. = 
Woodward Medical Personnel Bureau............ 60, 8 
Wyeth Laboratories .............. 26-27, 34A&B, 47, 7 


No valve adjustments...when you 
sterilize the SpeedClave way 


Autoclaving is simple when you 
don’t have to adjust valves or watch 
the clock. The SpeedClave has no 
valves . . . it’s completely automatic. 

No other office autoclave is so 
simple to operate. Your nurse can 
devote more time to other duties. To 
sterilize, she merely loads the Speed- 
Clave, then sets it. 


Wilmot Castle Co. 


Name 


“LIGHTS AND STERILIZERS 
¢ 1722 E. Henrietta Rd. 


Send me descriptive bulletin DS-246 which tells all 
about the SpeedClave. 


From a cold start, your sterilizing 
is done in half the time of other auto- 
claves, and the SpeedClave even 
turns itself off. 

Simple? Nothing could be simpler 
—or safer. Autoclaving is the safe 
way to sterilize. And SpeedClaving 
is the simplest and quickest. 


Rochester, N.Y. 


Address 


L 
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Medihaler 
Means self-powered, uniform, measured- 
dose inhalation therapy... 


Medihaler 
Means true nebulization. Each measured 
dose provides 5 to 8 times as many par- 
ticles in the ideal size range as most con- 
ventional nebulizers... 


Medihaler 
Means an unbreakable Oral Adapter— 
no movable perts—no glass to break— 
no rubber to deteriorate... 


“THE UNIQUE MEASURED” DOSE INHALATION METHO 


For Rapid Relief of Acute or 
Continuing Bronchospasm 


Medihaler-Epi 


Riker brand of epinephrine 0.5% solution 
in inert, nontoxic aerosol vehicle. Each 
ejection delivers 0.125 mg. epinephrine. 
In 10 cc. vial with metered-dose valve, 
sufficient for 200 inhalations. 


Medihaler-Iso 


‘ih Riker brand of isoproterenol HC] 0.25% 
a solution in inert, nontoxic aerosol vehicle. 
ee Each ejection delivers 0.06 mg. isopro- 
terenol. In 10 cc. vial with metered-dose 

valve, sufficient for 200 inhalations. 


Medihaler-Epi replaces injected epine- 


Medihaler 
Means effective medications in an inert 
aerosol vehicle, in leakproof, spillproof, 
plastic-coated bottles... 


Medihaler 
Means utmost patient convenience— 
medication and Adapter together in plas- 
tic case, convenient for pocket or purse... 


Medihaler 
Means greater economy —no costly glass 
nebulizers to replace, and one inhalation 
usually suffices for prompt relief. 


phrine in emergency situations in which - 
respirations have not ceased. It provides 
rapid relief in acute food, drug, or pollen 
reactions (including urticaria, broncho- 
spasm, angioneurotic edema, edema of 
glottis, etc.). In most instances only one 
inhalation is necessary. 


Medihaler Oral Adapter 


Note: First prescription for Medihaler 
medications should include the desired 
medication and Medihaler Oral Adapter. 


Oral Adapter made of hard plastic with 
no movable parts... fool- 
proof...unbreakable and 
easily cared for by rapid 
rinsing...entire set, in- 
cluding medication, fits 
into neat plastic case 
small enough to be carried 
inconspicuously in pocket 
or purse...the smallest 
package for nebulization 
ever produced. 


Medihaler-Nitro is 1% octyl nitrite in nebuli- 
zation form. Outstanding for the emergency 
relief of acute anginal pain. Each inhalation 
delivers precisely 0.25 mg. of octyl nitrite. By 


using the lungs as the most direct portal of 
entry, faster relief than from orally adminis- | 
tered drugs is assured because of proximity 
of pulmonary and coronary circulations. 
Faster-acting than nitroglycerin and notably 
unburdened by undesirable 
side actions. 

Only one or two inhalations , 
necessary. One full minute 
should elapse between inhala- ee! 
tions. In 10 cc. Medihaler bot- j 
tle with metered-dose valve, 
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North Shore Health Resort. 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 
NERVOUS and MENTAL DISORDERS 


ALCOHOLISM and DRUG ADDICTION 
Modern Methods of Treatment 
MODERATE RATES 


NEW YORK UNIVERSIT’ 


POST-GRADUATE MEDICAL SCHOOL 


offers the following full-time courses 


November 2 through April 26 (part-time ) 
Problems in Clinical Medicine 


Established 1901 Fully Approved by the November 12 


Licensed by State of Ilinois Joint Commission on Accreditati ie 
Cardiac Arrest and Resuscitation 
SAMUEL LIEBMAN, M.S., M.D. 
Medical Director November 26 through 30 
225 Sheridan Road Winnetka 6-021] Culdoscopy _ 
Peripheral Vascular Diseases 
November 12 through 15 


The Willows Maternity 


Sanitarium, Inc. 


i Sinee 1905 

Se Competent, ethical services for expectant moth- 

ers, spacicus recreation grounds, Patients ac- 
cepted any time. Early entrance advised. Adop- 

ses tions through Juvenile Court. Rates reasonable 

= - and adapted to patient’s needs. Complete Medi- 

eal Staff. Address: 

a DON D. HAWORTH, Supt. 


Tel. Westport 1-2104 


Pediatric Endocrinology & Related Metabolism 


November12 through December I 
Trauma (Excluding Fractures) for Surgeons 


December 3 through 5 
Recent Advances in the 
Diagnosis & Treatment of Poisonings 


More than 100 other courses available 
during the academic year 


PHILADELPHIA 6, 


For further information, ite to: 


New York University-Bellevue Medical Center 
Post-Graduate Medical School 
550 First Avenue ® New York 16, N.Y. 


ETHICAL PHARMACEUTICALS ano SUPPLIES. 


WRITE 


‘COMPLETE CATALOG . 


BATTLE CREEK SANITARIUM 


90TH YEAR OF CONTINUOUS SERVICE 
A general medical institution fully equipped for diagnostic and thera- 
peutic service. Close cooperation with home physicians in management 
of chronic diseases. 
For rates and further information, address Box 101 
THE BATTLE CREEK SANITARIUM BATTLE CREEK, MICHIGAN 
Not affiliated with any other Sanitarium 


BELLEVUE PLACE 
A CLASSIFIED ADVERTISEMENT for 


desirable assistants 
for your institution 


can be contacted thru 


Nervous and Mental Diseases 


in the JOURNAL EDWARD ROSS, M.D., Medical Director 
. BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


CHARLES B. TOWNS HOSPITAL tstatsishea 1901 


Com T edetermined 
FOR THE TREATMENT OF ALCOHOLISM 
Edward B. Towns, Director 
For 22, Years: No Contraceptive 


Privacy of patient is assured—if desired 
NARCOTIC AND BARBITURATE 
293 Central Park West, New York 24, N. Y. SChuyler 4-0770 


Literature on Request 
ADDICTIONS EXCLUSIVELY Member American Hospital Association 
The ORIGINAL Contraceptive 


nd for Yours T 


PEEKSKILL, N.Y. | 


2927 Main St., Ka 3 
| | 


KARO’ SYRUP...meets all the criteria 


for effective milk modification 


Because Karo Syrup is a balanced fluid mix- 
ture of dextrins, maltose, and dextrose, it is 
well tolerated, easily digested and completely 
utilized. Its use will not induce flatulence, 
colic, fermentation or allergy. 


Obviously, the selection of a milk modifier 
for infant feeding depends to a large extent 
upon the needs of the individual infant. But, 
after three generations of use, Karo is still a 
carbohydrate modifier of choice for a// infants. 


From the standpoint of the physician, 
Karo permits easy adjustment of formula 


and safe transition from liquid to solid food 
as circumstances demand. 


Mothers appreciate the fact that Karo is 
readily available, inexpensive and easy to use. 
Light or dark Karo Syrup may be used inter- 
changeably, with cow’s milk or evaporated 
milk and water. Each tablespoonful yields 
60 calories. 


1906 * 50th ANNIVERSARY + 1956 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N.Y. 
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in rheumatoid arthritis 


‘clinical eviderice’ 

therapeutic advantages of the ‘“predni-steroids”’ 
antacids should be routinely co-administered 
to minimize gastric distress 


ROUTINE | 
CO-ADMINISTRATION 
MEANS 


Multiple (Prednisolone Buffered) 


Compressed 
Tablets 


All the benefits of the “predni-\ Co 


steroids” plus positive antacid }*|) 2.5 mg. or 5 ong. (Prednisone Buffered) 
action to minimize gastric prednisone or 

distress. prednisolone with 

References: 1. Boland, E. W., J.A.M.A. 


160: $18. (February 25) 1956. 3. Margolis, trisilicate and 
H. M. et J.A.M.A. 158:454 (June 11) 300 mg. aluminum 


Bolt et al., J.A.M.A. hydroxide gel. MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC. 


‘CO-DELTRA’ and ‘CO-HYDELTRA’ are trademarks of MERCK & Co.. INC PHILADELPHIA 1, PA. 
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Lutrexin is in adequate supply 


contracting uterine 


Brand of Lututrin) TABLETS A 


LUTREXIN, a naturally occurring—mnon-steroid—uterine relaxing 
hormone newly isolated from the ovary. 


LUTREXIN has produced favorable clinical results as reported 
in separate studies by Rezek, Jones and Smith, and Jones.': 2:3 


LUTREXIN specifically relaxes uterine muscle contractions (as in 
the tracing above) and in many cases, LUTREXIN has been found 
to relieve the entire symptom complex of dysmenorrhea. 


Supplied in bottles of 25 - 1000 unit tablets. 


1. Rezek, G. H.: Am. J. Obstet. Gynecol., Vol. 66: No. 2, 396-402, 1953. 

2. Jones, Georgeanna S. and Smith, Frank: Am. J. Obstet. Gynecol., Vol. 67: No. 3, 
628-633, 1954. 

jag 3. Jones, Scott S.: Northwest Medicine, Vol. 54: 1253-1254, 1955. 

~ 4. Majewski, J. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 5: No. 5, 1955. 
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